Fall  request  forms  have  been  sent  to  schools  which  have  unused  balances  remaining  from 
the  196G-67  allocations  made  last  spring.  (Schools  which  have  used  their  full  alloca- 
tions will  not  receive  fall  request  forms.) 

NEW  COLUMNS  ON  THE  FALL  REQUEST  FORM  .    .  . 


p.  few  additions  have  been  made  to  the  form.     For  books  suitable  for  grades  K-6,   the  grade 
level  is  indicated  by  abbreviations  which  refer  to  The  Elementary  School  Library  Collec- 
tion, a  standard  library  reference,  edited  by  Mary  V.  Gaver.     The  abbreviations  for  grade 
level  are: 


N  -  Nursery 


Advanced  elementary  (in  terms  of  ;r,xa.de  6) 


P  -  Primary,  very  simple 
I  -  Intermediate  elementary 


P-I  -  A  combination  of  primary  and  intermediate 
I-A  -  A  combination  of  intermediate  and  advanced 


"Phase"   (a  term  used  in  the  Gaver  reference)   is  indicated  by  the  numbers  1,   2.  or  3. 
Books  designated  (1)  represent  titles  which,   according  to  the  Gaver  reference,  should  be 
included  in  every  school  library,  even  in  the  smallest  school,  and  should  be  considered 
first  priority  items  for  selection.     Titles  designated  (2)   or  (3)  represent  the  second 
and  third  "Phase"   (or  priority)   in  developing  an  elementary  school  library  collection. 

Titles  which  are  not  identified  by  a  grade  level  letter  and  a  "Phase"  number  are  those 
which  are  suitable  for  grades  7-12,  or  those  which  pertain  to  Montana  and  are  not 
classified  by  grade  level.     (The  Gaver  reference  is  available  only  for  grades  K-6.) 
The  green  pages  of  the  fall  order  form  list  Montana  books  and  books  pertaining  to  the 
V7est. 


You  will  receive  tv70  copies  of  the  order  form  for  each  school.     Keep  one  for  your  files 
and  return  the  other  to  the  ESEA  Title  II  Supervisor.     Books  for  the  high  school  and 
books  for  the  elementary  school  must  be  ordered  on  separate  forms. 


SELECTION  OF  BOOKS 


Book  selection  is  made  by  v/riting  the  number  of  copies   in  the  proper  column  and  indica- 
ting the  priority  with  a  check.     After  selecting  enough  first  choice  books  to  equal 
(but  not  exceed)   the  amount  of  your  unused  balance,   be  sure  to  select  a  number  of 
additional  second  and  third  choice  titles  which  may  be  substituted  for  any  first  choice 
books  which  may  not  be  available.      (Titles  selected  as  first  choice  should  not  be  se- 
lected as  second  or  third  choice.)     Send  fall  requests  to  the  ESEA  Title  II  Supervisor, 
Department  of  Public  Instruction,  by  first  class  mail . 


DEADLINE  FOR  FALL  REQUEST 


October  9  is  the  deadline  for  fall  requests.  Your  request  forms  must  arrive  in  Helena 
no  later  than  October  9  by  first  class  mail . 
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FORWARD 


The  impetus  for  this  study  is  provided  by  the  National  Health  Planning 
and  Resource  Development  Act  of  1974  (PL  93-641)  which  requires  that  data 
concerning  the  location,  type  and  number  of  the  state's  health  manpower  be 
compiled  and  analyzed  in  each  state,  in  this  case  by  the  iMontana  Department 
of  Health  and  Environmental  Sciences  and  the  Montana  Health  Systems  Agency. 

Since  the  law  stresses  the  provision  of  primary  health  care  services  in 
rural  and  economically  depressed  areas,  the  physician  manpower  data  analyzed 
in  this  study  emphasizes  the  supply  of  primary  care  physician  specialties 
(general/family  practice,  internal  medicine,  pediatrics,  and  obstetrics/gyn- 
ecology ) , 

The  Montana  State  Department  of  Health  and  Environmental  Sciences,  Health 
Planning  and  Resource  Development  Bureau  has  sponsored  this  physician  study 
through  the  Western  Interstate  Commission  for  Higher  Education's  (WICHE)  Re- 
source Development  Internship  Programs.    WICHE  is  a  public  agency  which  in- 
creases the  educational  opportunities  and  supply  of  specialized  manpower  in 
13  western  states.*    The  Resource  Development  Internship  Program  places  stu- 
dents from  these  states  in  positions  recruited  from  public  and  private  organ- 
izations in  the  13-state  region. 


*Alaska,  Arizona,  California,  Colorado,  Hawaii,  Idaho,  Montana,  Nevada,  New 
Mexico,  Oregon,  Utah,  Washington,  Wyoming 
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PREFACE 


The  major  data  source  for  this  study  is  the  Montana  State  Department 
of  Health  and  Environmental  Sciences,  Bureau  of  Records  and  Statistics' 
newly  created  file  on  non-federal  physicians  licensed  to  practice  medicine 
and/or  surgery  in  Montana.    Data  on  the  doctors  of  medicine  (M.D.)  and  oste- 
opathy (D.O.)  has  been  obtained  from  the  Department  of  Professional  and  Oc- 
cupational Licensing,  the  American  Medical  Association  Directory,  the  Mon- 
tana Medical  Association  (MMA),  and  the  Montana  Osteopathic  Association  (MOA). 
(See  Appendix  A  for  the  information  on  file  at  the  Bureau  of  Records  and  Sta- 
tistics). 

Data  on  federal  physicians  has  been  provided  by  directors  of  the  two 
Veterans  Administration  hospitals  in  Miles  City  and  Fort  Harrison,  Indian 
Health  Service  in  Billings,  Malmstrom  Air  Force  Base  Hospital  in  Great  Falls, 
and  the  Region  VIII  Public  Health  Service  in  Denver,  Colorado. 

Background  information  on  the  physician  manpower  situation  has  been  pro- 
vided by  personal  communications  with  physicians  in  the  state,  directors  of 
the  MMA  and  MOA,  and  a  survey  of  medical  and  osteopathic  physicians  in  Mon- 
tana. 

A  glossary  of  terms  used  in  this  study  is  provided  at  the  end  of  the  re- 
port. 

Background  Information 

Physicians  have  a  central  role  in  today's  health  care  delivery  system. 
They  are  the  health  care  experts  and  our  primary  source  of  health  care.  With- 
out these  highly  skilled  professionals  and  their  support  staff,  the  hospitals, 
nursing  homes  and  clinics  would  be  little  more  than  buildings,  because  health 
care  is  provided  by  people,  not  facilities. 

Because  of  the  physician's  role  in  the  health  care  system,  it  is  impor- 
tant that  patients  have  access  to  them.    To  ensure  this  accessibility,  there 
must  be  an  adequate  number  of  properly  trained  physicians,  with  a  proper  dis- 
tribution of  specialists. 

Like  the  rest  of  the  nation,  Montana  experiences  two  major  problems  in 
regard  to  physician  manpower:    geographical  maldistribution  and  specialty 
maldistribution.    Therefore,  it  is  the  maldistribution  characteristics  rather 
than  the  overall  supply  of  physicians  which  must  be  addressed  in  attempting  to 
remedy  inequitable  access  to  medical  care. 


iii 


Recent  federal  health  legislation  attempts  to  equalize  access  to  medical 
care.    The  Health  Planning  and  Resource  Development  Act  of  1974  (PL  93-641) 
was  written  expressly  for  this  purpose,  and  requires  the  state  to  assess  its 
health  manpower  resources.    The  Health  Professions  Education  Assistance  Act 
of  1976  (PL  94-484)  places  regulations  on  medical  training  to  encourage  more 
medical  students  to  specialize  in  primary  care  rather  than  in  non-primary 
care  fields.    However,  increasing  the  number  of  primary  care  specialists  is 
no  guarantee  that  these  specialists  will  locate  in  the  shortage  areas.  It 
appears  that  incentives  for  rural  practice  must  be  provided  if  any  federal 
or  state  legislation  wishes  to  effectively  address  the  maldistribution  of 
physicians.    For  this  reason,  the  recommendations  made  in  this  report  focus 
on  incentives  rather  than  on  regulations. 

This  study  is  designed  to  assess  physician  accessibility  in  Montana.  It 
will  cover  the  following  items: 

1.  Inventory  of  physicians  -  non-federal  and  federal  -  showing  their 
distribution  and  characterizing  the  services  they  provide; 

2.  Identification  of  counties  with  physician  shortages  and  surplus; 

3.  Projection  of  physician  supply  and  need  in  1985; 

4.  Supply  and  training  of  primary  care  physicians; 

5.  Inventory  of  physicians'  recruitment  programs  for  servicing 
Montana's  needs; 

6.  Incentives  for  physicians  to  establish  their  practice  in  short- 
age areas; 

7.  Goals  and  recommended  solutions  to  physician  accessibility  prob- 
lems . 
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PHYSICIAN  INVENTORY 


General  Statistics  on  Montana  and  U.S.  Physicians 

With  926  active  non-federal  physicians*  providing  direct  patient  care 
in  Montana,  there  are  124  physicians  per  100,000  people.    In  1973  the  ratio 
for  the  state  was  100  physicians/100,000,  while  the  national  ratio  was  137 
physicians  per  100,000. ^ 

Nationwide,  counties  with  less  than  10,000  people  have  only  48  physi- 
cians per  100,000.2    Out  of  56  counties  in  Montana,  36  have  a  population  of 
less  than  10,000,  but  they  have  a  slightly  higher  ratio  of  54  physicians/ 
100,000.    U.S.  counties  with  5,000,000  or  more  people  have  233  physicians/ 
100,000.3   Missoula  county,  with  only  64,600  people,  comes  closest  to  match- 
ing this  high  national  ratio  with  224  physicians/100,000.    Although  Montana 
does  not  have  the  lowest  or  highest  ratios  in  the  nation,  its  physician  mal- 
distribution problems  still  warrant  the  attention  of  Montana  citizens  and 
health  planners. 


Type  of  Practice 

The  total  number  of  physicians  in  Montana,  984,  includes  both  active 
and  inactive  non-federal  and  National  Health  Service  Corps  physicians.  Ninety- 
six  percent  (949)  of  this  total  supply  maintain  an  active  license  and  have  full 
practice  rights.**    Of  the  949  physicians,  946  are  Doctors  of  Medicine  (M.D.'s) 
and  3  are  Doctors  of  Osteopathy  (D.O.'s).    Four  percent  (35)  of  the  total  phy- 
sician population  are  inactive  -  no  longer  practicing  medicine  or  surgery. 

Only  23  (2%)  of  the  949  active  physicians  in  Montana  are  engaged  in  ad- 
ministration, medical  research,  other  patient  care,  other  non-patient  care, 
or  have  no  classification  for  their  type  of  practice.    Most  Montana  physicians 
(926  or  94%)  are  engaged  in  direct  patient  care***    Table  A  illustrates  these 
statistics. 


*This  includes  9  National  Health  Service  physicians  who  technically  are 
federal  physicians,  but  who  provide  services  to  the  general  public. 

**Prescribe  drugs,  perform  surgery,  have  hospital  referral  privileges. 

***Direct  patient  care  physicians  refers  to  those  physicians  who  are  engaged 
in  seeing  patients  and/or  providing  patient  services  as  pathologists  and 
radiologists . 
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TABLE  A:    MONTANA  PHYSICIANS  BY  TYPE  OF  PRACTICE  -  1977 


Tra  i  ni  no 
(Interns 

and 
Residents) 

Di  rect 

Patient 

Care 

Adminis- 
trati  on 

Medical 
Teachi  ng 

Medical 
Research 

Other 

Patient 

Care 

Other 
Non- 
Patient 
Care 

In- 
active 

No 

Classifi- 
cation 

Montana 
(Total) 

0 

926 

6 

0 

2 

2  - 

6 

35 

7 

I  Eastern 

0 

67 

0 

0 

0 

0 

1 

3 

0 

II    N.  Central 

0 

163 

0 

0 

0 

1 

3 

4 

1 

III    S.  Central 

0 

208 

1 

0 

1 

0 

0 

10 

3 

IV  Southwesterr 

0 

236 

2 

0 

1 

1 

1 

5 

1 

V  Northwesterr 

0 

252 

3 

0 

0 

0 

1 

13 

2 

Total  physicians  (all  types  of  practice):  984  (includes  inactives) 
Total  active  physicians  =  949 


Complete  definitions  of  the  type  of  practice  categories  are  included 
in  Appendix  B.  Montana  has  no  interns,  residents,  or  physicians  in  medi- 
cal teaching  (on  a  full-time  basis)  since  the  state  does  not  have  a  medi- 
cal school. 

Age  Distribution 

The  age  distribution  of  active  non-federal  Montana  physicians  (Appendix 
C)  shows  that  3.1%  are  under  30,  and  7.4%  are  65  and  older.    The  median  age 
for  Montana  physicians  is  45.9  years. 

In  1973,  the  AMA  reported  that  11.8%  of  the  366,379  physician  popula- 
tion (inactive  and  active)  in  the  U.S.A.  were  under  30  years  old,  12.8% 
were  55  years  and  older,  and  the  median  age  was  45  years. ^    Montana  com- 
pares favorably,  but  concern  is  generated  by  considering  the  geographical 
distribution  of  the  young  and  old  physicians.* 

Foreign  Medical  Graduates 

Foreign  medical  graduates  (including  those  from  Canada)  comprise  3% 
of  the  active  non-federal  physician  population.    This  figure  could  be  as 
high  as  5%,  since  data  on  the  medical  schools  from  which  the  physicians  re- 
ceived their  degrees  was  not  available  for  3%  of  the  active  physicians  in 
Montana.    In  1973,  the  AMA  reported  that  20%  of  the  active  physicians  in 
the  U.S.A.  were  foreign  medical  graduates,  and  this  excluded  the  Canadian 
medical  graduates.^ 


*Data  not  accurate  enough  for  such  an  analysis  at  the  time  of  this  study. 
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GEOGRAPHIC  DISTRIBUTION  OF  MONTANA  PHYSICIANS 


Distribution  Among  Specialty  Groupings 

The  direct  patient  care  physicians  (DPC)  can  be  subdivided  into  spe- 
cialty groupings:    primary  care  (PC)  and  non-primary  care  (NPC)  physicians. 
The  patient's  initial  contact  with  the  health  care  delivery  system  is  gener- 
ally with  a  primary  care  physician.    These  physicians  assume  a  long-term  re- 
sponsibility for  the  physical,  psychological  5  and  social  aspects  of  the  pa- 
tients' care.    General /family  practice  completely  satisfy  this  definition 
of  primary  medicine,  while  pediatrics  and  internal  medicine  do  so  in  general 
Obstetricians  and  gynecologists  are  becoming  more  Involved  In  primary  care 
since  about  80%  of  their  patients  are  being  treated  for  the  same  types  of 
problems  other  primary  care  physicians  treat."    Therefore,  the  primary  care 
specialty  grouping  Includes  general/family  practioners*,  internists,  pedia- 
tricians and  obstetricians/gynecologists.    This  classification  scheme  is 
also  used  by  the  federal  government  in  designating  primary  health  care  short 
age  areas.    A  breakdown  by  regional  location  of  primary  care  specialists  is 
given  in  Table  B.    Map  B-1  shows  the  regional  and  county  breakdowns  of  Mon- 
tana. 


TABLE  B 


BREAKDOWN  OF 

MONTANA  PHYSICIANS 

IN 

PRIMARY 

CARE  SPECIALTIES  BY  REGION  -  1977 

GP/FP 

Internal 

Pediatrics  OB/GYN 

Total 

Primary  Care 
Physicians 

I  Eastern 

38 

5 

3  3 

49 

II    North  Central 

39 

11 

18  10 

78 

III    South  Central 

46 

35 

9  14 

104 

IV  Southwestern 

82 

19 

13  11 

125 

V  Northwestern 

56 

37 

14  15 

132 

TOTAL  MONTANA 

271 

107 

57  53 

488 

*Famny  practice  is  actually  a  specialty  whereas  general  practice  is  not; 
however,  they  address  similar  needs. 
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iAAP  B-1  :      REGIONS  AND  COUNTIES   IN  MONTANA 


O  -.Si  i  tr^ 


MONTANA  SUBAREA  BREAKDOWN  BY  COUNTIE? 


1 --EASTERN  1975 

1985 

District  1 

Daniels 

Phillips 

Roosevelt 

Sheridan 

Valley 

3,100 
5,^00 

10,300 
5,400 
13,200 

3,143 
5,757 

11  ,272 
5,144 

16,325 

District  2 

Dav/son 

Garfield 

McCone 

Prai  rie 

Richland 

Wibaux 

10,700 
1  ,700 
2,700 
1  ,900 
9,900 
1  ,500 

13,067 
1  ,784 
2,613 
1  ,915 

12,093 
1 ,538 

District  3 
Carter 
Custer 
Fallon 

Powder  River 

Rosebud 

Treasure 

1 ,900 
12,000 
4,000 
2,400 
9,700 
1 ,20n 

1 ,882 
14,642 

6,967 

2,285 
11 ,230 

1  ,236 

97,000 

102,893 

2— NORTH  CENTRAL 

Bl aine 

Cascade 

Chouteau 

Gl  acier 

Hill 

Liberty 

Pondera 

Teton 

Toole 

6,800 
83,900 
6,300 
11,100 
1 7,900 
2,500 
6,900 
6,500 
5,400 

7,191 
88,274 

11 ,961 
19,641 
2,697 
7,462 
7,875 
5,174 

147,300 

156,766 

3— SOUTH  CENTRAL 

Big  Horn 

Carbon 

Fergus 

Golden  Valley 
Judith  Basin 
Musselshell 
Petroleum 
Stillwater 
Sweet  Grass 
Wheatland 
Yellowstone 

10,900 
7,800 

13,000 
900 
2,700 
4,200 
700 
5,700 
3,000 
2,400 

97,300 

12,161 
8,889 
13,617 
917 
Z  ,745 
4 ,  /9b 
678 
6,090 
2,897 
1  ,923 
126,106 

148,100 

180,819 

AND  POPULATIONS 


/I     cni  iTui.ircTrD 
4--i>(JU  1  nVJto  1  r.K 

M       1  07C 

•^1    1  y  /  D 

1  noc 

1  Hob 

Beaverhead 

O  ,  .V 

Broadwater 

o  or\r\ 

user  Looge 

1  3  ,  (_UW 

1  b  ,4oi: 

ba 1 1 ati n 

.3/  ,  JU" 

44  ,Ubo 

Grani  te 

c,ni\) 

0  001 

jeTTerson 

0  ,  / '  I'  1 

O  ,  lob' 

Lewis /CI  ark 

36,900 

46,931 

Madison 

6,737 

8,655 

Me  a  q  her 

2,300 

2,216 

Park 

12,100 

14,590 

Pov/e  1  1 

7  COO 

/  ,buu 

n  oi  c 

y 1  b 

Silver  Bow 

A  -5  OOO 

4  J  ,'J'JU 

A  A  AC1 

44  ,4b  / 

1 O 1 ,00/ 

OOO  QQ7 

Jo  ,oy  / 

C  MnOTUl.irCTCD 

■  1 

r  1  atneao 

A  A  cr\r\ 

bo  , 4'  1^ 

La  Ke 

17  1  on 

1    ,  o  /  D 

Lincoln 

16,500 

16,589 

Mineral 

3,500 

4,325 

Missoula 

64,600 

78,171 

Ravalli 

18,400 

21  ,142 

Sanders 

8,100 

9,588 

172,800 

206,093 

Total  Population  1975  1985 
746,737  855,460 
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Non-primary  care  physicians  provide  highly  specialized  services  to 
a  more  limited  segment  of  the  population  through  referrals  from  primary 
care  physicians.    Non-primary  care  specialties  include  surgery,  pathology, 
radiology,  neurology,  psychiatry,  and  all  others.    Table  C  gives  a  break- 
down by  regional  location  of  all  the  non-primary  care  specialists  in  the 
State. 
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The  regional  totals  contrast  significantly  in  Table  B  and  Table  C. 
The  difference  is  attributable  to  the  concentration  of  physicians  in  the 
most  populated  counties.    Montana's  three  most  populated  counties  -  Cas- 
cade (North  Central  region),  Yellowstone  (South  Central  region),  and  Mis- 
soula (Northwestern  region)  -  have  48.6%  of  the  active  physicians  in  di- 
rect patient  care.    Only  33.0%  of  the  state's  population  are  located  in 
these  counties.    The  skewed  geographic  distribution  is  particularly  evi- 
dent for  non-primary  care  specialists,  since  these  three  counties  have 
58.7%  of  the  non-primary  care  specialists  in  Montana;  and  3.2%  of  the  non- 
primary  care  specialists  are  located  in  36  counties  with  less  than  10,000 
people,  but  which  claim  21.4%  of  the  state's  population.    (These  observa- 
tions are  facilitated  by  the  Table  in  Appendix  E  which  groups  the  counties 
by  population  and  indicates  the  number  and  ratios  per  100,000  population 
for  primary  care  physicians,  GP/FP's  and  non-primary  care  physicians.) 

In  Montana  the  actual  number  of  primary  care  physicians  is  only  slightly 
greater  than  the  number  of  non-primary  care  physicians  as  Table  D  summarizes. 
Rather  than  use  actual  numbers  to  compare  physician  supply,  the  physician/ 
100,000  civilian  population  ratio  is  used  since  it  allows  a  comparison  be- 
tween the  specialty  groupings  and  the  ideal  ratios  suggested  by  a  survey  of 
specialists  reported  in  Medical  Economics.      (See  Appendix  D  for  a  list  of 
the  suggested  ratios.)    Population  data  for  this  study  is  based  on  estimated 
figures  for  1975.° 

Table  D  shows  that  Montana  approaches  the  ideal  ratios  only  for  non- 
primary  care  specialties.    (However,  Table  E  shows  that  there  is  an  over 
supply  of  some  and  an  undersupply  of  other  non-primary  care  specialists.) 
The  largest  discrepancy  from  an  ideal  ratio  is  in  primary  care  specialties. 
(All  categories  of  primary  care  specialties  indicate  a  state  shortage  as 
shown  in  Table  E. ) 


TABLE  D 

DISTRIBUTION  OF  MONTANA  PHYSICIANS^ 
IN  DIRECT  PATIENT  CARE  BY  SPECIALTY  GROUPING  -  1977 


Physicians/ 

100,000 
Population'^  Ideal 


Specialty  Grouping 

Number 

Percent 

Ratio 

Ratio 

All  Direct  Patient  Care 

926 

100 

124 

148.3 

Primary  Care'' 

488 

52.7 

65 

89 

General /Fami ly  Practice 

271 

29.2 

36 

50 

Non-primary  care'' 

438 

47.3 

59 

59.3 

9 


a.  Non-federal  and  National  Health  Service  Corps  physicians. 

b.  Based  on  the  1975  projected  population  figures  available  from 
the  Montana  State  Department  of  Community  Affairs^  (745,800 
Montana  civilians). 

c.  This  category  includes  general/family  practitioners,  internists, 
pediatricians,  and  obstetricians/gyncologists ,    This  category 
includes  all  other  specialists,    (see  Table  B  for  a  breakdown) 

d.  See  Table  C  for  breakdown  of  non-primary  care  physicians  in  the 
State. 
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PRIMARY  MEDICAL  CARE  SHORTAGES  AND  SURPLUS 


In  reviewing  the  data  in  Table  E,  the  primary  health  care  short- 
age areas  can  be  identified  according  to  the  Federal  government's  standards, 
Counties  or  subdivisions  with  less  than  28.5  primary  care  physicians  per 
100,000  population*  qualify  for  National  Health  Service  Corps  physicians, 
and  those  with  a  ratio  of  33.3  physicians  per  100,000  population**,  may 
qualify  if  other  statistics  indicate  that  the  demands  for  health  care  are 
not  being  adequately  met.    According  to  this  criteria,  the  counties  experi- 
encing primary  health  care  shortage  are  as  follows:    (grouped  according  to 
region) 


Eastern: 


District  1  -  Phillips,  Valley 
District  2  -  Wibaux 

District  3  -  Fallon,  Rosebud,  Treasure 


North  Central : 
South  Central : 


Blaine,  Glacier,  Pondera 

Big  Horn,  Musselshell,  Golden  Valley,  Judith 
Basin,  Petroleum 


Southwestern : 


None 


Northwestern: 


None 


Those  counties  oversupplied  with  primary  care  specialists  according  to 
the  suggested  ratios  are  the  following: 


Eastern; 


District  2 
District  3 


Garfield,  Prairie 
Custer 


North  Central 
South  Central 
Southwestern: 
Northwestern : 


None 
None 

Gal  latin 
Missoula 


*This  corresponds  to  a  population/physician  ratio  of  3,500/1. 
**This  corresponds  to  a  population/physician  ratio  of  3,000/1. 
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TABLE  E:    NUMBER  AND  RATIO  OF  MONTANA  PHYSICIANS  PER  100,000  CIVILIAN 
POPULATION  IN  DIRECT  PATIENT  CARE  BY  COUNTY  AND  REGION*  1977 


REGION           POPULATION**    NUMBER  IN        NUMBER  IN        NUMBER  IN        NUMBER  IN 
COUNTY  DPC  (ratio)     GP/FP  (ratio)  PC  (ratio)       NPC  (ratio) 

I  EASTERN 
District  1 


Daniels 

3,100 

2 

(65) 

2 

(65) 

2 

(65) 

0 

{-) 

Phillips 

5,400 

1 

(19) 

1 

(19) 

1 

(19) 

0 

(-) 

Roosevel t 

10,300 

7 

(68) 

6 

(58)^ 

6 

(58) 

1 

(10) 

Sheridan 

5,400 

2 

(37) 

2 

(37) 

2 

(37) 

0 

(-) 

Valley 

13,200 

7 

(53) 

4 

(30)" 

4 

(30) 

3 

(23) 

Sub-total 

37,400 

19 

(51) 

15 

(40) 

15 

(40) 

4 

(11) 

District  2 

Dawson 

10,700 

10 

(93) 

5 

(47) 

8 

(75) 

2 

(19) 

Garfield 

1,700 

2 

(118) 

2 

(118)^ 

2 

(118)^ 

0 

(-) 

McCone 

2,700 

1 

(37) 

1 

(37) 

1 

(37) 

0 

(-) 

Prairie 

1,900 

2 

(105) 

2 

(105)^^ 

2 

(105)^ 

0 

(-) 

Richland 

9,900 

6 

(61) 

4 

(40) 

4 

(40) 

2 

(20) 

Wibaux 

1 ,500 

0 

(-) 

0 

(-) 

0 

(-) 

0 

(-) 

Sub-total 

28,400 

21 

(74) 

14 

(44) 

17 

(60) 

4 

(14) 

Carter 

1,900 

1 

(53) 

1 

(53) 

1 

(53) 

0 

(-) 

Custer 

12,000 

20 

(167)^ 

3 

(25)  = 

11 

(92)^ 

9 

(75)^ 

Fallon 

4,000 

2 

(50) 

1 

(25)  = 

1 

(25)® 

1 

(25) 

Powder  River 

2,400 

1 

(42) 

1 

(42) 

1 

(42) 

0 

(-) 

Rosebud 

9,700 

3 

(31) 

3 

(31)  = 

3 

(31)^ 

0 

(-) 

Treasure 

1 ,200 

0 

(-) 

0 

{-y 

0 

(-)® 

0 

(-) 

Sub-total 

31 ,200 

27 

(87) 

9 

(29)" 

17 

(54) 

10 

(32) 

Region  Total 

97,000 

67 

(69) 

38 

(39) 

49 

(51) 

18 

(19) 

*These  regions  are  the  five  planning  regions  for  the  state,  designated  by  the 
Governor. 

**Projected  1975  civilian  population  figures  available  from  the  Department  of 
Community  Affairs. 

KEY:  X 

=  (See  Page   ) 
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TABLE  E  (continued-page  2) 


REGION  POPULATION       NUMBER  IN        NUMBER  IN         NUMBER  IN        NUMBER  IN 

COUNTY  DPC  (ratio)      GP/FP  (ratio)  PC  (ratio)       NPC  (ratio) 


II  NORTH  CENTRAL 


Blaine 

6,800 

2 

(29) 

2 

(29)  = 

2 

(29)® 

0  (-) 

Cascade 

83,900 

124 

(148) 

17 

(20)  = 

49 

(58) 

75  (89)^ 

Chouteau 

6,300 

3 

(48) 

3 

(48) 

3 

(48) 

0  (-) 

u  1  ac  1  er 

11  inn 

11,1 uu 

■3 

O 

} 

0 

c 

M8l  = 

1  (91 

lii  1  1 

1 7  Qnn 

^  Q 

^  1  UD  y 

p. 

D 

1 2 

(67") 

1  (391 

LI  Deny 

9  c:nn 

9 
C 

{OV  J 

1 

T 
1 

\  T'U  ] 

1  (401 

rUllUcr  a 

fi  Qnn 

-3 

\HO  ) 

tL 

f?9l  = 

2 

1  (U) 

Teton 

D  ,  jUU 

■3 

(  /LR\ 
) 

0 

c 

w  U 

-3 
•J 

0  (-1 

Too  1  e 

b  ,4UU 

/I 

i/4  j 

4 

/I 

w4; 

n  (nl 

REGION  TOTAL 

147,300 

153 

(111) 

39 

(26)= 

78 

(53) 

85  (58) 

SOUTH  CENTRAL 

Big  Horn 

10,900 

2 

(18) 

2 

(18)= 

2 

(18)® 

0  (-) 

Carbon 

7,800 

5 

(64) 

5 

(64)x 

5 

(64) 

0  (-) 

Fergus 

13,000 

11 

(85) 

7 

(54)X 

7 

(54) 

4  (31) 

Golden  Valley 

900 

0 

(-) 

0 

(-)  = 

0 

(.)® 

0  (-) 

Judith  Basin 

2,700 

1 

(37) 

0 

(-)  = 

0 

(_)e 

1  (37) 

Musselshell 

4,200 

1 

(24) 

1 

(24)  = 

1 

(24)® 

0  (-) 

Petroleum 

700 

0 

(-) 

0 

(-)  = 

0 

(.)© 

0  (-) 

Stillwater 

5,200 

3 

(58) 

3 

(58)X 

3 

(58) 

0  (-)^ 

Sweet  Grass 

3,000 

2 

(67) 

2 

(67)x 

2 

(67) 

0  (-) 

Wheatland 

2,400 

2 

(83) 

2 

(83)x 

2 

(83) 

0  (-) 

Yel lowstone 

97,300 

181 

(186) 

24 

(24)  = 

82 

(84) 

99  (102)^ 

REGION  TOTAL 

148,100 

208 

(140) 

46 

(31)  = 

104 

(70) 

104  (70) 
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TABLE  E  (continued-page  3) 


REGION  POPULATION       NUMBER  IN        NUMBER  IN  NUMBER  IN        NUMBER  IN 

COUNTY  DPC  (ratio)     GP/FP  (ratio)    PC  (ratio)       NPC  (ratio) 


cm  ITUUIFCTFDIM 

Deaverneaa 

7  (84) 

4 

(48) 

4 

(48) 

3 

(36) 

tsroaawa  uer 

L.  ,  ouu 

2  (71) 

2 

(71)^ 

2 

(71) 

0 

(-) 

ueer  Luuyc 

17  (112) 

10 

(56)x 

10 

(66) 

7 

(46) 

ba 1 1 atl n 

0/  .J  ouu 

62  fl66)^ 

26 

(70)^ 

37 

25 

(67)x 

laram  te 

^  5  /  UU 

1  (37) 

1 

(37) 

1 

(37) 

0 

(-) 

Jefferson 

6,700 

5  (75) 

4 

(60)^ 

4 

(50) 

1 

(15) 

Lewis  &  Clark 

35,900 

63  (184)X 

13 

(35) 

32 

(87) 

36 

(98)^ 

Madison 

5,800 

5  (86) 

3 

(52)>< 

3 

(52) 

2 

(34) 

Meagher 

2,300 

1  (43) 

1 

(43) 

1 

(43) 

U 

[-) 

Park 

12,100 

12  (99) 

5 

(41) 

7 

(58) 

5 

(42) 

Powel 1 

7,500 

5  (67) 

4 

(53)^ 

4 

(53) 

1 

(13) 

Silver  Bow 

43,000 

51  (119) 

9 

(21) 

20 

f  A-!  \ 

(47) 

3 1 

REGION  TOTAL 

180,600 

236  (130) 

82 

(45) 

125 

(69) 

111 

(61)^ 

NUK  1  nWto  1  tKlN 

r 1 atnead 

44 , dUU 

69  ^1541^ 

26 

(58)X 

40 

(90) 

29 

(65)^ 

Lake 

17,100 

10  (58) 

6 

(35) 

8 

(47) 

2 

(12) 

Lincol n 

16,500 

10  (61) 

6 

(36) 

8 

(48) 

2 

(12) 

Mineral 

3,500 

2  (57) 

2 

(57)'' 

2 

(57) 

0 

(-) 

Missoula 

64,600 

145  (224)^ 

16 

(25)  = 

62 

(96)^ 

83 

(128)^ 

Raval 1 i 

18,400 

11  (60) 

6 

(33)  = 

8 

(43) 

3 

(16) 

Sanders 

8,100 

5  (62) 

4 

(49) 

4 

(49) 

1 

(12) 

REGION  TOTAL 

172,800 

252  (146) 

66 

(38) 

132 

(76) 

120 

(69)x 

STATE  TOTAL 

745,800 

926  (124) 

271 

(36) 

488 

(55) 

438 

(59) 

SUGGESTED  RATIOS  745,800 

1106  (148.3+) 

372  (50) 

664 

(89) 

442 

(59.3+) 

X  indicates  that  the  ratio  exceeds  the  suggested  ratio  for  that  category 

=  indicates  a  shortage  of  GP/FP's  in  the  county,  district,  or  area 

e  indicates  that  the  ratio  is  low  enough  to  have  the  county  designated  as  a 
primary  care  shortage  area 
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Map  E-1  illustrates  the  location  and  supply  classification  for  the 
56  counties  in  Montana.    Fourteen  counties  are  candidates  for  primary 
care  shortage  area  designations,  33  are  less  than  adequately  supplied 
(but  are  not  within  range  for  designation  as  shortage  areas),  5  have  an 
adequate  number  of  PC  physicians,  and  4  are  over-supplied. 

General/Family  Practitioner  Shortages  and  Surplus 

The  need  or  over-supply  of  GP/FP's  in  Montana  is  illustrated  by 
Map  E-2,  where  21  counties  have  a  shortage  of  GP/FP's  and  18  are  over- 
supplied.    All  of  the  counties  with  PC  physician  shortages  also  have  GP/ 
FP  shortages,  and  have  populations  under  15,000.    Counties  with  population 
over  50,000  show  a  marked  decline  in  GP/FP  ratios  (but  not  in  the  actual 
number  of  GP/FP's),  have  nearly  adequate,  or  excessive,  PC  ratios,  but 
have  excessively  high  non-primary  care  ratios.    This  tendency  demonstrates 
that  certain  population  bases  are  needed  to  support  or  attract  a  physician. 
In  general,  the  more  specialized  the  physician,  the  larger  the  population 
base  required.    Following  is  a  suggested  minimum  population  necessary  to 
support  various  special  ties . 9 

Specialty  Suggested  Population  per  Specialist 


General /Fami ly  practice 

2,000 

Internal  Medicine 

5,000 

Pediatrics 

10,000 

Obstetrics/Gynecology 

11,000 

Anesthesiology 

15,000 

Dermatology 

50,000 

General  Surgery 

10,000 

Neurology 

100,000 

Neurosurgery 

150,000 

Opthalmology 

20,000 

Orthopedic  Surgery 

75,000 

Otolaryngology 

50,000 

Pathology 

35,000 

Plastic  Surgery 

50,000 

Psychiatry 

50,000 

Radiology 

30,000 

Thoracic  Surgery 

100,000 

Urology 

20,000 

15 


Although  these  figures  are  from  1967,  they  are  still  accepted  today 
as  standards  in  physician  manpower  studies.    The  suggested  ratios  used 
in  this  study  are  computed  from  these  standards. 

Non-primary  Care  Physician  Surplus 

Some  counties,  such  as  Garfield  and  Prairie,  have  only  two  DPC  phy- 
sicians but  are  oversupplied  according  to  the  physician/population  ratios. 
In  both  cases,  the  population  base  could  adequately  support  just  one  phy- 
sician.   According  to  the  physician  survey,  these  physicians  draw  patients 
from  other  counties,  most  of  which  are  medically  under-served.    All  of  the 
counties,  with  populations  over  25,000*,  and  Custer  County  (population 
12,000)  have  one  or  more  indications  of  over-doctoring.    (Of  the  physicians 
in  these  counties,  only  27  reside  outside  the  major  city  in  their  county.) 
The  population  in  these  counties  has  easy  access  to  these  physicians;  the 
surrounding  counties  have  a  more  limited  access.    Map  E-3  shows  that  some 
counties  are  very  distant  from  these  NPC  centers,  especially  in  the  North- 
eastern portion  of  Montana.    Some  NPC  physicians  travel  around  the  state 
visiting  smaller  hospitals  in  the  surrounding  counties.    This  type  of  prac- 
tice should  be  encouraged.    A  comparison  of  the  suggested  and  state  ratio 
for  NPC  physicians  indicates  that  overall  there  is  an  adequate  supply  of 
these  physicians  in  Montana. 


*Lewis  and  Clark,  Gallatin,  Silver  Bow,  Flathead,  Missoula,  Cascade,  Yellow- 
stone (see  Table  F,  appendix) 
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DISTRIBUTION  OF  MONTANA  PHYSICIANS  AMONG  SPECIALTIES 


The  preceding  tables  do  not  indicate  the  distribution  of  physician 
specialties  in  the  general  categories  of  primary  care  and  non-primary 
care.    Table  D  provides  an  analysis  of  statewide  needs  and  surplus  in 
specific  specialties.    The  right  hand  column  indicates  what  the  needs  and 
surplus  are  for  the  specialties  listed. 
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TABLE  F 

MONTANA  PHYSICIANS  IN  DIRECT  PATIENT  CARE,  BY  SPECIALTY,  SHOWING 
ACTUAL  AND  SUGGESTED  PHYSICIAN/POPULATION  RATIOS  -  1977 

Total  Physicians         Suggested  Ratio  Suggested  Physician 
in  Montana              per  100,000  Number  of    Need  (+) 
Speciality           Number    Ratio/100,000  population  Physicians  Surplus  (-) 
 Popul  ation    


I  Primary  Care 
Special  ties 

General /Family 


Practice 

271 

36.3 

50.0 

373 

+102 

Internal  Medicine 

107 

14.3 

20.0 

149 

+  42 

Pediatrics 

57 

7.6 

10.0 

75 

+  18 

Obstetrics/ 
Gynecology 

53 

7.1 

9.0 

67 

+  14 

[I  Non-Primary  Care 
Special  ties 

Anesthesiology 

41 

5.5 

6.7 

50 

+  9 

Dermatology 

n 

1 .5 

2.0 

15 

+  4 

General  Surgery 

98 

13.1 

10.0 

75 

-  23 

Neurology 

6 

.8 

1.3 

10 

+  4 

Neurosurgery 

10 

1.3 

1.0 

7 

-  2 

Ophthalmology 

35 

4.7 

5.0 

37 

+  2 

Orthopedic  Surgery 

4o 

5 .0 

3.3 

25 

on 
-  C\J 

Gtol aryngology 

18 

2.4 

4.0 

30 

+  12 

Pathology 

28 

3.8 

5.0 

37 

+  9 

Psychiatry 

29 

3.9 

10.0 

75 

+  46 

Radiology 

54 

7.2 

6.7 

50 

-  4 

Thoracic  Surgery 

5 

.7 

1.0 

7 

+  2 

Urology 

15 

2.0 

3.3 

25 

+  10 

Subtotal 

883 

118.4 

148.3 

1107 

+224 

All  Others 

43 

5.8 

? 

? 

TOTAL 

926 

124 

148.3+? 

1106* 

+1 80*? 

*difference  due  to  rounding 
18 


specialties  are  determined  according  to  how  physicians  list  the 
activity  consuming  the  largest  percentage  of  their  professional  time 
on  their  licensee    They  may  have  additional  specialties  which  they  prac- 
tice in  a  limited  fashion.    Physicians  can  change  their  practice  according 
to  patient  demand  for  certain  services  in  their  area  and  never  have  this 
reflected  when  they  renew  their  license.    Since  this  data  is  based  on  li- 
censure data  which  does  not  reflect  the  continual  changes  in  location  and 
practice,  there  can  be  no  strict  interpretation  of  the  numbers  indicated 
in  any  of  these  tables.    The  types  of  generalities  that  can  and  should  be 
drawn  from  Table  F  are  the  following: 

1.  Montana  has  a  need  for: 

a.  primary  care  physicians,  particularly  GP/FP's 

b.  psychiatrists 

c.  specialists  in  otolaryngology,  anesthesiology,  pathology 
and  urology 

2.  Montana  has  a  surplus  of: 

a.  general  surgeons 

b.  orthopedic  surgeons 

3.  Specialties  other  than  the  ones  just  mentioned  are  adequate  or 
near  adequate  supply. 
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PHYSICIAN  JUDGMENT  OF  NEEDS 


The  questionnaire  sent  out  to  all  Montana  physicians  (Appendix  F) 
asked  for  a  judgment  of  the  present  supply  of  physicians  in  their  county 
as  ideal,  adequate,  or  minimally  acceptable.    Some  included  a  fourth  cate- 
gory -  surplus.    It  was  indicated  by  Montana  physicians  that  Northwestern 
Montana  has  an  adequate  to  over-supply  of  physicians,  whereas  there  is  an 
acknowledged  need  for  more  physicians  in  Eastern  Montana.    Table  G  summari- 
zes the  judgments. 

The  data  in  Table  E  and  Maps  E-1,  2,  and  3,  give  a  general  indication 
of  the  access  to  medical  care  within  the  boundaries  of  any  given  county. 
It  does  not  indicate  the  particular  needs  within  the  county;  it  is  the  pre- 
rogative of  the  local  community  to  define  its  specific  health  manpower  needs 
and  work  towards  a  solution  with  the  local  medical  professional  societies, 
the  State  Health  Planning  and  Resource  Development  Bureau,  and  the  Health 
Systems  Agency.    If  counties  are  primary  medical  care  shortage  areas,  they 
will  have  to  work  with  these  agencies  should  they  desire  National  Health 
Service  Corps  assistance. 
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TABLE  6:    JUDGMENTS  OF  PHYSICIAN  SUPPLY  BY  MONTANA  PHYSICIANS  -  1977 


REGION 

IDEAL/SURPLUS* 

%  JUDGING  SUPPLY  AS: 

ADEQUATE          MINIMALLY  ACCEPTABLE 

%  PHYSTflANS 
RESPONDING  TO 
QUESTION** 

Eastern 

oD . H/  u . u 

27.2 

36.4 

16 

North  Central 

23.4/  4.3 

59.6 

12.8 

29 

South  Cpntral 

37.9/  5.2 

55.2 

1.7 

28 

Southwestern 

35.1/  7.0 

43.9 

14.0 

24 

Northwestern 

40.8/18.4 

39.5 

1.3 

30 

Overall 

35.3/  9.2 

47.4 

8.0 

27 

r^J       *This  category  was  not  included  in  the  questionnaire,  but  some  added  it. 

**Total  number  of  physicians  responding  to  the  questionnaire  was  575  (a  response  rate  of  58%). 


NATIONAL  HEALTH  SERVICE  CORPS  PHYSICIANS 


The  National  Health  Service  Corps  (NHSC)  is  a  federal  placement  and 
loan-repayment  program  designed  to  place  health  practitioners--physicians , 
nurse  practitioners,  or  physician  assistants--in  areas  experiencing  a 
shortage  of  health  manpower  (i.e.,  more  than  3,500  people  per  physician). 
The  practitioners  are  federally  employed,  and  generally  join  the  corps 
during  their  training  and  serve  for  two  years  in  a  shortage  area  in  order 
to  repay  their  educational  loans. 

Location  of  NHSC  Physicians 

The  following  is  the  number  and  location  of  NHSC  physicians  currently 
providing  health  care  to  Montana  citizens and  are  included  in  the  main 
physician  inventory  in  this  study: 


TABLE  H 

City 

County 

M.D. 's 

D.O. 's 

Total 

Superior 

Mineral 

1  Primary  Care 

1 

2 

St.  Ignatius 

Lake 

I  Primary  Care 

1 

Chester 

Liberty 

I  Primary  Care 

1 

Lewis town 

Fergus 

1  Psychiatrist 

1 

Miles  City 

Custer 

1  Psychiatrist 

1 

Gl endive 

Dawson 

3  Primary  Care 

3 

TOTAL  9 


NHSC  will  assign  five  more  physicians  by  July,  1978,  distributed  as 
fol lows :* 

Glasgow   2 

Roundup  1 

Harlowton  --2 


*Personal  communication:    Marva  Jean  Collins  and  Roger  Corbman,  Public 
Health  Advisors,  National  Health  Service  Corps,  Region  VIII  Office,  Denver, 
December,  1977. 
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Counties  Eligible  for  National  Health  Service  Corps 


The  Department  of  Health,  Education,  and  Welfare  recently  designated 
primary  medical  care  shortage  areas  for  all  50  states,  using  1974  statistics 
on  population  and  physician  number. '°    Table  I  lists  the  designations  for 
Montana  and  compares  it  to  the  potential  designations  indicated  by  this 
study.    Map  I-l  illustrates  this  data  and  also  indicates  the  location  and 
number  of  National  Health  Service  Corps  physicians  providing  primary  care 
services.    (This  excludes  the  2  NHSC  psychiatrists  in  Fergus  and  Custer 
counties.)    DHEW  designated  towns,  but  this  study  is  not  designed  for  such 
specific  designations. 

DHEW  has  asked  the  states  for  updates  on  its  data  since  these  shortage 
areas  designations  form  the  basis  for  qualifying  as  a  National  Health  Service 
Corps  health  care  providers.    The  Montana  State  Department  of  Health  and 
Environmental  Sciences  will  therefore  continually  update  its  physician  man- 
power file  at  the  Bureau  of  Records  and  Statistics. 

Doctors  of  Osteopathy 

In  1974,  the  number  of  D.O.'s  in  the  U.S.  was  12,100,  and  the  number 
of  M.D.'s  was  350,500.12    Osteopathic  physicians  are  trained  at  osteopathic 
schools*,  receiving  training  similar  to  the  basic  M.D.  training,  but  with 
special  emphasis  on  manipulative  treatment.    States  with  osteopathic  schools 
and/or  hospitals  have  a  greater  D.O.  population. 

In  Montana,  10  D.O.'s  maintain  an  active  license,  but  12  do  not  have 
full  practice  rights— meaning  that  they  are  unable  to  prescribe  drugs,  per- 
form surgery,  or  have  hospital  referral  privileges.    They  are  allowed  to 
provide  manipulative  treatments  as  all  osteopaths  are  trained  to  do.'^ 

In  the  early  1940's,  the  Attorney  General  of  Montana  ruled  that  D.O.'s 
could  no  longer  have  full  practice  rights.    When  a  referendum  calling  for 
restoration  of  these  rights  was  defeated  a  few  years  later,  most  of  the 
osteopaths  left  Montana.    It  was  not  until  1973  that  an  amendment  was  passed 
allowing  the  Montana  D.O.'s  who  graduated  since  1955  to  take  the  same  exam 
as  M.D.'s  (the  FLEX  exam),  when  applying  for  a  license  to  practice  in  Montana, 
and  thereby,  have  the  same  full  practice  rights.'^ 

The  seven  D.O.'s  with  active  licenses  who  graduated  since  1955  and 
took  the  FLEX  exam  have  full  practice  rights  in  Montana.    Five  of  these  are 
federal  employees--three  at  the  USAF  hospital  at  MALMSTROM,  one  with  the 
Indian  Health  Services,  and  one  with  the  National  Health  Service  Corps. 


*In  1974  there  were  7  schools^^ 
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TABLE  I: 


REGION 


A  COMPARISON  OF  PRIMARY  MEDICAL  CARE  SHORTAGE  AREAS  IN  MONTANA 
ACCORDING  TO  THE  DEPARTMENT  OF  HEALTH  EDUCATION  AND  WELFARE  (1974) 
AND  THE  RESULTS  OF  THIS  STUDY  (1977) 


COUNTY/TOWN (S)  TOWNS 


I  EASTERN 
District  1 
Phillips 
Roosevelt 
Valley 
District  2 
Garfield 
Wibaux 
District  3 
Fal Ion 
Rosebud 
Treasure 
II  NORTH  CENTRAL 
Blaine 
Glacier 
Hill 
Liberty 
Pondera 
Toole 
III  SOUTH  CENTRAL 
Big  Horn 
Golden  Valley 
Musselshel 1 
Wheatland 
Petroleum 
Judith  Basin 
IV  SOUTH  WESTERN 
Jefferson 
Gal  latin 


entire  county 
towns  only: 
entire  county 

entire  county 
entire  county 

entire  county 
entire  county 
entire  county 

entire  county 

towns 

towns 

entire  county 
towns 

entire  county 

entire  county 
entire  county 
entire  county 
entire  county 
entire  county 
entire  county 

town  only: 
town  only: 


Wolf  Point,  Poplar 


Babb,  Browning 
Rudyard,  Gilford 

Valier,  Dupuyer 


CORRESPONDENT  OF 
DESIGNATIONS 
ACCORDING  TO  PRESENT 
STUDY 


yes 

yes 

no 
yes 

yes 
yes 
yes 

yes 

no 

no 

yes 
yes 
yes 
yes 
yes 
yes 


Boulder 

West  Yellowstone 
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The  NHSC  D.O.  and  the  two  D.O.'s  with  full  practice  rights  are  included 
in  the  main  physician  inventory  in  this  study.    The  following  table  illustra- 
tes the  number,  location,  and  practice  rights  of  Montana  D.O.'s: 


TABLE  J: 

OSTEOPATHIC  PHYSICIANS  IN  MONTANA  — 

1977 

Location  by  County 
ana  Keyion 

Osteopaths  w/o 
full  practice 
rights 

Osteopaths  with 
full  practice 
rights 

Total 
Osteopaths 

1.  EASTERN 

District  1 
uistrict  c 
District  3 

Custer 

1* 

1 

2 

2.    NORTH  CENTRAL 

Blaine 

1* 

1  (PHS) Indian 

2 

Cascade 

2* 

3  (Federal)  AF 

5 

3.    SOUTH  CENTRAL 

Yellowstone 

2 

0 

2 

4.    SOUTH  WESTERN 

Beaverhead 

1 

1 

Deer  Lodge 

1 

1 

Lewis  &  Clark 

1 

1 

Park 

1* 

1 

Silver  Bow 

1 

1 

5.  NORTHWESTERN 

Lincoln 

1 

Mineral 

1  (NHSC) 

Missoula 

1 

12  (4  semi-retired)  7  19  (4  semi- 

retired) 
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TABLE  J:    OSTEOPATHIC  PHYSICIANS  IN  MONTANA  —  1977  (continued) 


Median  Age  (according  to  survey  results):  55 

*Work  less  than  25  patients  per  week  as  reported  by  the  survey  sent  out 
to  osteopaths. 

These  regions  are  the  five  planning  regions  designated  by  the  Montana 
Governor  for  the  State  Health  Department. 
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MAP  I-l:    A  COMPARISON  OF  PRIMARY  MEDICAL  CARE  SHORTAGE  AREA  DESIGNATIONS  AND  THE  CURRENT  LOCATION 

OF  NATIONAL  HEALTH  SERVICE  CORPS  PHYSICIANS**  -  1977 
_  MOHTAHA 

T 


ro 


**Primary  care  physicians  only  (does  not  include  the 
psychiatrists  in  Lewistown  and  Miles  City--Fergus 
and  Custer  Counties  respectively). 


nTTl  County  with  primary  medical  care  shortage 
according  to  present  study 

— 1  County  with  primary  medical  care  shortage 
— I  according  to  DHEW 

@  Location  of  NHSC  primary  care  physician(s) 


FEDERAL  PHYSICIANS 


Within  Montana  there  are  population  groups  eligible  for  special  health 
care  delivery  programs--vetern^s ,  Indians,  and  Malstrom  Air  Force  personnel 
and  their  families.    All  of  the  55  physicians  in  these  health  care  programs 
are  federal  employees,  and  they  do  not  render  medical  care  to  the  general 
public.    Therefore,  they  are  treated  separately  from  the  non-federal  physi- 
cians in  this  study. 

Veteran's  Administration  Physicians 

In  1977  there  were  an  estimated  104,000  veterans  in  Montana,  all  of 
whom  were  entitled  to  V.A.  hospitalization  benefits.    Of  these,  approximately 
37,000  are  in  the  service  area  of  the  Miles  City  V.A.  Hospital.    This  hospital 
has  a  bed  size  of  116  and  has  7  physicians  on  staff.    The  Fort  Harrison  V.A. 
Center  with  15  physicians  on  staff  has  an  estimated  66,950  veterans  residing 
in  its  catchment  area.    It  is  estimated  that  approximately  20%  of  the  66,950 
veterans  in  the  Fort  Harrison  V.A.  Center's  catchment  area  utilize  hospitali- 
zation benefits.    The  most  common  types  of  referrals  from  federal  hospitals 
to  non-federal  facilities  in  Montana  are  to  community  nursing  homes  under  V.A. 
contract. 1^ 

The  following  table  summarizes  the  data  available  on  V.A.  physicians: 


Table  K 


V.A.  PHYSICIANS  IN  MONTANA  -  1977 


Number  of  Eligible 
Veterans  per  V.A. 
Physician  


V.A.  Physician/ 
100,000  Eligible 
Veterans 


V.A.  Physician/ 
Utilizers  (20% 
Util ization) 


Miles  City 

Fort  Harrison 

All  V.A.  Services 
in  Montana 


7/37,000 

15/66,950 

22/104,950 


19 
22 
21 


112 
95 
105 


If  the  percent  of  utilization  is  not  taken  into  account,  the  ratio  of 
V.A.  physician/100,000  eligible  Montana  veterans  would  be  within  the  criteria 
range  for  designation  of  health  care  shortage  areas  by  the  federal  government. 

Indian  Health  Service 

The  Federal  government  provides  a  comprehensive  health  program  to  the 
30,000  American  Indians  living  on  or  near  reservations  in  Montana.    The  pro- 
gram includes  preventative,  curative,  rehabilitative,  and  environmental  health 
services.    As  of  August  30,  1977,  there  were  23  physicians  in  Indian  Health 
Services  (IHS)  located  in  the  following  areas;-^^ 
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TABLE  L 

LOCATION,  NUMBER  AND  TYPE  OF 
INDIAN  HEALTH  SERVICE  PHYSICIANS  -  1977 


Browning 

6 

M.D. 

s 

6 

-  Total 

urow  Myency 

c 
D 

M  n 

i) 

c 

D 

~    1  U  Ua  1 

Harlem 

2 

M.D. 

s  1  D.O. 

3 

-  Total 

Lame  Deer 

3 

M.D. 

s 

3 

-  Total 

Box  Elder 

2 

M.D. 

s 

2 

-  Total 

Wolf  Point 

1 

M.D. 

1 

-  Total 

Poplar 

2 

M.D. 

's 

2 

-  Total 

23 

-  TOTAL 

There  are  two  types  of  physicians  in  IHS--Civil  Service  physicians, 
who  must  maintain  a  valid  state  license,  and  commissioned  corps  physicians 
of  the  Public  Health  Service,  who  are  not  required  to  have  any  license. 
Both  types  of  physicians  tend  to  be  young  and  generally  stay  only  two  years 
at  the  assigned  site. 

Table  M,  Part  I,  reflects  the  total  number  of  Indians  served  (on  and 
off  the  reservation)  by  reservation  health  services.    Table  M,  Part  II,  per- 
tains to  the  number  and  location  of  referrals  to  in-state  physicians/clinics 
and  hospitals  through  the  Contract  Health  Services,  which  enables  Indians  to 
obtain  care  not  provided  by  their  reservation  health  services. 


TABLE  M:    INDIAN  HEALTH  CARE  -  1977 
Part  I:    INDIAN  PEOPLE  SERVED  BY  RESERVATION  HEALTH  SERVICES  -  1976 


Service  Unit  Reservation  Population       Nearby  Population  Total 

Blackfeet  5,425  623  6,048 

Crow  3,929  1,480  5,409 

Northern  Cheyenne  4,232  88  4,320 

Flathead  4,036  1,382  5,418 

Fort  Belknap  1,327  769  2,096 

Rocky  Boy's  1,543  652  2,195 

Fort  Peck  3,794  817  4,611 


TOTAL  24,286  5,811  30,097 
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Part  II:    REFERRALS  THROUGH  CONTRACT 
HEALTH  SERVICES  MADE  IN  1976 


City 

Hospitals 
No.  of 
Referrals 

Physicians/ 
CI inics 
No.  of 
Referrals 

Total 

General 
Location 

Browning 
(Blackfeet) 

337 

672 

1,009 

Blackfeet 
Reservation  & 
Immediate  Area 

Crow  Agency  (Crow) 

266 

1,582 

1,848 

Crow  Reserva- 
tion &  Immedi- 
ate Area 

Harlem 

(Ft.  Belknap) 

234 

487 

721 

Fort  Belknap 
&  Reservation 
&  Immediate  Area 

Poplar 
(Ft.  Peck) 

1,289 

1,946 

3,235 

Ft.  Peck  Reser- 
vation &  Immedi- 
ate Area 

St,  Ignatius 
(Flathead)* 

1,434 

21,566 

23,000 

Flathead  Reser- 
vation &  Immed- 
iate Area 

Lame  Deer 
(No.  Cheyenne) 

134 

475 

609 

No.  Cheyenne 
Reservation 
&  Immediate 
Area 

Box  Elder 
(Rocky  Boy) 

244 

561 

805 

Rocky  Boy  Reser- 
vation &  Immed- 
iate Area 

TOTAL 

3,938 

27,289 

31,227 

The  above  figures  are  obtained  from  FY  1976  reports  because  FY  1977  data 
are  not  available. 


*There  are  no  IHS  physicians  at  this  site 
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The  ratios  of  population  per  physician  for  the  Indians  on  and  near 
the  reservations  are  as  follows: 


TABLE  N:  PHYSICIAN/POPULATION  RATIOS 
FOR  INDIAN  HEALTH  SERVICE  SITES  -  1977 


iNumoer  or 
PHS  Physicians 
Per  Eligible 
ina 1 ans 

100,000 
El  igible 

T       T  is  c 

i  1  lU  1  ailb 

Browning 

{ 0 1  ackteet  J 

6/6048 

99 

Crow  Agency 
(Crow ) 

6/5409 

110 

Harlem 

(rt.  DelKnapj 

3/2096 

143 

Lame  Deer 
(No.  Cheyenne) 

3/4320 

69 

Box  Elder 
(Rocky  Boy) 

2/2195 

91 

Poplar 
(Ft.  Pack) 

3/4611 

65 

Wolf  Point 
(Ft.  Peck) 

(Same  as  Poplar) 

St.  Ignatius 
(Flathead) 

0/5418 

TOTAL 

23/30,097 

76 

Percent  utilization  figures  were  not  available  from  Indian  Health 
Services  in  Billings.    Even  so,  the  service  ratio  of  Public  Health  Ser- 
vice physicians  per  100,000  eligible  Indians  is  well  above  the  ratio  used 
as  a  criteria  for  health  care  shortage  area  designations,  except  for  St. 
Ignatius,  (which  is  why  the  number  of  referrals  through  Contract  Health  Ser- 
vice is  so  high  there). 
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Malmstrom  Air  Force  Base 


Active  duty  members  and  their  dependents  number  11,106  at  Malmstrom 
Air  Force  Base  in  Great  Falls.    Retired  members  and  their  dependents  num- 
ber 3,307.    Therefore,  the  total  number  of  personnel  eligible  for  mili- 
tary medical  care  at  Malmstrom  is  14,413.    Of  these,  3,406  are  known  Mon- 
tana residents.    This  means  that  11,007  are  not  included  in  the  state  and 
county  population  statistics  used  in  this  study.    There  are  a  total  of  10 
physicians*  providing  care  at  the  USAF  Hospital  at  Malmstrom,  meaning  the 
physician/100,000  population  i?Q69.    However,  the  percent  of  eligibles  who 
utilize  these  services  is  52%.-'-^    With  this  in  mind,  the  effective  physician/ 
100,000  utilizers  is  135.    With  or  without  utilization  rate  the  ratios  indi- 
cate adequate  health  care  coverage. 

The  total  number  of  known  inpatient  and  outpatient  referrals  was  1,528 
last  year.    The  largest  number  of  inpatient  referrals  is    in  obstetrics  and 
gyn/surgery,  since  there  are  no  gynecologists  or  obstetricians  at  the  Base 
Hospital.    The  outpatient  referrals  under  CHAMPUS  (military  health  insurance) 
could  not  be  estimated. 


*There  are  five  general  medical  officers,  one  internist,  two  general 
surgeons,  one  psychiatrist,  and  one  flight  surgeon. 
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PROJECTION  OF  PHYSICIAN  SUPPLY  AND  NEED  IN  1985 

The  methodology  for  projecting  the  supply  of  direct  patient  care 
physicians  involves  estimating  the  inflow  and  outflow  of  physicians  by 
1985.^^   A  trend  analysis  of  new  physician  licensures  indicates  that 
Montana  will  gain  244  physicians  by  1985.    Labor  force  separation  rates 
for  Montana  are  one  way  to  measure  the  outflow  of  physicians  due  to  re- 
tirement, relocation  to  another  state,  and  death.    Calculations  using  the 
labor  separation  rates  provided  by  the  U.S.  Labor  Department  ■'■  indicate 
that  Montana  will  lose  292  physicians  by  1985.    If  this  loss  occurs,  the 
1985  physician/population  ratio  for  Montana  will  be  62/100,000  civilians, 
indicating  a  large  drop  in  physician  accessibility  for  the  State. 

The  projected  needs  provide  estimates  of  how  many  additional  physicians 
must  be  attracted  to  Montana  in  order  to:    1)    maintain  the  present  level 
of  access  to  health  care,  or,  2)    attain  the  suggested  level  of  access  to 
health  care.    In  order  to  maintain  the  present  level  of  health  care,  the 
present  physician/population  ratios  applied  to  the  1985  projected  popula- 
tion indicate  that  the  State  must  have  a  net  inflow  of  135  physicians  in 
direct  patient  care--72  primary  care  physicians  are  needed  (37  being  GP/ 
FP's)  and  71  non-primary  care  physicians  are  needed. 

In  order  to  attain  the  suggested  level  of  access  to  health  care,  the 
suggested  physician/population  ratios  are  applied  to  the  1985  projected 
population.    These  calculations  indicated  that  a  net  inflow  of  352  direct 
patient  care  physicians  is  required.    There  should  be  279  new  primary  care 
physicians  (180  being  GP/FP's),  and  73  new  non-primary  care  physicians. 
The  projection  data  is  summarized  in  Table  0. 
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TABLE  0:    PROJECTIONS  FOR  MONTANA  OF  THE  SUPPLY 
AND  NEED  OF  DIRECT  PATIENT  CARE  PHYSICIANS  IN  1985 


Projected  1985  supply* 

Projected  inflow  by  1985:  244 
Projected  outflow  by  1985:  -292 


Projected  1985  supply:  -48 
Total  number  of  DPC  and  ratio  based  on  projected  supply  536  (62) 
Projections  of  Montana's  needs  in  1985 


Present** 

Number  in 
DPC 

(ratio) 

Number  in 

GP/FP 

(ratio) 

Number  in 
PC 

(ratio) 

Number  in 
NPC 

(ratio) 

1.  Actual 

926  (124) 

271  (36) 

488  (65) 

438  (59) 

2.  Ideal 

1,106  (148.3) 

372  (50) 

664  (89) 

442  (593) 

3.  Difference 

180 

101 

176 

Future** 

1.  Actual 

1,069  (124) 

310  (36) 

560  (65) 

509  (59) 

2.  Ideal*** 

1,278  (148.3)  431  (50) 

767  (89) 

511  (59.3) 

3.  Difference 

209 

121 

209 

2 

Net  Inflow  Required 

DPC 

GP/FP 

PC 

NPC 

1.    to  maintain  pre- 
sent ratios 

135 

37 

72 

71 

2.    to  attain  sug- 
gested ratios 

352 

160 

279 

73 

3.    Difference  217  123  207  2 


*These  figures  are  from  trend  analysis  of  new  licensures  and  from  labor  force 
separation  rates.    (Source  of  Methodology:    Methodological  Approaches  for 
Determining  Health  Manpower  Supply  and  Requirements,  Vol.  II,  Practical 
Planning  Manual,  H.M.  Driesberg,  et  al . ,  Washington  D.C.  DHEW  Publication 
No.  (HRA  76-14512). 

**Based  on  projected  population  figures:  1975-745,800;  1985-862,369. 
***Obtained  by  subtracting  future  ideal  from  the  present  and  actual  numbers. 
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A  strict  application  of  the  physician/population  ratio  to  project 
the  future  need  of  physicians  may  ignore  the  effect  of  changes  in  the 
delivery  system,  biomedical  advances,  and  socioeconomic  conditions. 
These  factors  affect  the  demand  for  health  care  and  the  amount  of  health 
care  services  provided.    Using  the  physician/population  ratio  also  is  un- 
satisfactory because  population  density  changes  are  difficult  to  accurately 
predict  on  a  long-term  basis.    By  making  the  projections  only  for  1985,  the 
accuracy  is  improved. 

The  required  net  inflow  and  projected  inflow  are  significantly  dif- 
fereat  for  Montana.    The  increase  in  the  number  of  medical  and  osteopathic 
students  graduated  from  the  schools  across  the  country  may  affect  the  in- 
flow rate  more  than  what  is  projected  by  the  trend  analysis  of  new  licen- 
sures . 

The  Bureau  of  Health  Manpower  projected  that  the  supply  of  physicians 
would  increase  from  159/100,000  people  in  1970  to  237  per  100,000  people 
in  1990.22    Observers  contend  that  with  the  increasing  number  of  new  prac- 
titioners, without  a  change  in  the  demand  for  physician  services,  and  with 
an  increase  in  efficiency  of  services  due  to  group  practices  and  the  use 
of  physician  extenders,  there  will  be  no  future  shortage  of  physicians. 
Others  see  that  the  trend  of  increased  number  of  physicians  beginning  prac- 
tice will  be  reversed  since:    "...the  cost  to  motivate  students  toward 
careers  in  medicine  is  increasing;  dissatisfaction  with  medical  care  and 
anti-physician  attitudes  are  spreading;  federal  and  state  subsidies  for 
medical  education  are  being  reduced  or  eliminated;  the  number  of  foreign 
medical  graduates  practicing  in  this  country  is  being  reduced;  and  the  num- 
ber of  malpractice  suits  is  increasing. '"^-^ 

There  is  conflict  in  determining  how  the  future  need  and  supply  of 
physicians  will  be  affected,  but  the  projections  made  in  this  study  indicate 
a  need  to  train,  recruit,  and  retain  primary  care  physicians  in  Montana. 
Therefore,  these  issues  will  be  addressed  in  the  following  section  of  this 
report. 
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TRAINING  PRIMARY  CARE  PHYSICIANS  FOR  PRACTICE  IN  SHORTAGE  AREAS 


Medical  School  Admissions 

Physicians  with  a  rural  background  are  two  to  three  times  more 
likely  to  settle  in  non-metropolitan  areas  than  physicians  with  urban 
backgrounds.    A  1973  study  of  medical  students  found  that  non-metro- 
politan students  were  under-represented;  their  lower  acceptance  rate  . 
was  due  to  their  under-representation  in  the  applicant  pool.  Students 
with  rural  backgrounds  also  tended  to  have  lower  MCAT  (admission  test) 
scores  and  academic  grade  averages.    If  medical  schools  emphasize  the 
selection  of  students  with  rural  backgrounds  and  expand  their  programs 
in  the  family  medicine,  it  will  likely  lead  to  an  increase  in  the 
number  of  rural  physicians. 24 

The  greatest  potential  supply  of  physician  manpower  for  Montana 
lies  in  its  citizens  who  are  potential  or  actual  medical  school  students 
and  graduates.    Recent  data  indicates  that  there  are  130  Montana  students 
in  medical  schools  around  the  country. 25    There  are  a  total  of  114  med- 
ical schools  having  an  enrollment  capacity  of  about  51,000  students. 26 
In  comparison  to  other  states,  Montana  has  a  relatively  small  number  of 
medical  students  since  it  is  one  of  six  states  without  a  medical  school. 
Following  are  the  number  of  students  from  states  without  medical  schools 
who  are  presently  studying  medicine: 27 

Alaska,  40;  Maine,  120;  Idaho,  116;  Montana,  130;  Delaware, 
129;  Wyoming,  82.    Wyoming  is  planning  to  start  a  medical 
school.    Neighboring  North  Dakota  with  a  new  medical  school 
has  238  state  residents  enrolled  in  medical  schools. 28 

The  following  table  summarizes  the  available  data  on  the  application/ 
acceptance  trend  for  Montana  citizens,  indicating  how  the  percent  accepted 
from  this  state  ranks  in  comparison  to  applicants  in  the  49  other  states, 
Canada,  foreign,  and  U.  S.  Territories  (1  to  54  with  54  being  the  lowest 
percent  accepted) :29 
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TABLE  P:    MONTANA  MEDICAL  SCHOOL  APPLICANTS  1969-1976 


ACCEPTED 

NON 

-ACCEPTED 

TOTALS 

Year 

Rank 

#  of 
men 

#  of 
women 

Total 

X 

#  of 
men 

#  of 
women 

Total 

Total 
#  of 
appl i- 
cants 

Total 
#  of 
appli- 
cations 

1969-70 

52 

25 

2 

27 

31.8 

54 

4 

58 

85 

452 

1970-71 

30 

29 

4 

33 

47.8 

33 

3 

36 

69 

471 

1Q71  79 

1  y / 1  - 

39 

27 

2 

29 

40.3 

HI) 

o 

HO 

72 

535 

1972-73 

40 

31 

7 

38 

35.8 

63 

5 

68 

105 

841 

1973-74 

48 

25 

3 

28 

27.2 

69 

6 

75 

103 

893 

1974-75 

28 

22 

11 

33 

35,5 

54 

6 

60 

93 

903 

1975-76 

24 

36 

5 

41 

38.0 

58 

9 

67 

108 

1 ,033 

Montana  ranked  52  in  1969  among  Canada,  foreign  and  U.  S.  territories 
and  states--a  total  of  54,  and  it  reached  its  best  ranking  in  1975 
(24th  among  54),  as  well  as  the  highest  number  of  total  applicants  and 
accepted  applicants  (a  comparable  form  for  1976  figures  could  not  be 
located) . 

Two  programs  designed  to  increase  the  acceptance  opportunities 
into  medical  school  for  Montana  residents  are  WICHE  (Western  Interstate 
Commission  for  Higher  Education)  and  WAMI  (Wyoming,  Alaska,  Montana, 
and  Idaho--an  acronym  for  a  regional  acceptance  program  by  the  University 
of  Washington  School  of  Medicine). 


WICHE  (Western  Interstate  Commission  for  Higher  Education) 

Since  1953,  the  WICHE  Student  Exchange  Program  (SEP)  has  enabled 
western  students  (Alaska,  Arizona,  Colorado,  Hawaii,  Idaho,  Montana, 
Nevada,  New  Mexico,  Oregon,  Utah,  Washington,  and  Wyoming)  to  obtain 
access  to  professional  educational  opportunities  which  their  home  states 
do  not  offer,  but  it  is  not  a  scholarship  program.    The  professional 
fields  available  to  Montana  students  are  medicine,  dentistry,  veterinary 
medicine,  dental  hygiene,  physical  therapy,  occupational  therapy, 
optometry,  and  podiatry.    The  WICHE  program  is  designed  to  increase  and 
improve  the  opportunities  for  higher  education  in  the  thirteen  western 
states,  which  will  increase  the  number  of  specialized  manpower  in  these 
states.    The  local  WICHE  certifying  officer  in  Helena  certifies  residents 
of  Montana  who  apply  to  participating  schools  in  one  of  the  fields  listed 
above.    The  schools  acknowledge  the  WICHE  certification  and  give  these 
applicants  preference  over  other  out-of-state  residents  (or  will  only 
consider  out-of-state  applicants  with  the  WICHE  certification),  but  it 
is  no  guarantee  for  acceptance  into  their  programs.    The  Montana  State 
Legislature  reimburses  the  school  that  accepts  an  applicant  by  paying 
the  institutional  support  fee  which  is  normally  paid  by  the  schools' 
state  legislature.    The  yearly  number  of  Montana  students  that  have 
pursued  their  medical  education  through  SEP  has  ranged  from  1  in  1953, 
when  the  program  was  started,  to  61  in  1973.    The  cost  to  the  state  for 
those  years  is  $3,000  and  $295,538  respectively.    In  1977  there  were 
81  applicants  for  certification  (this  number  includes  WAMI  applicants, 
as  well),  and  10  of  them  were  accepted  at  WICHE  schools.    Currently  there 
are  46  Montana  students  in  medical  schools  under  the  WICHE-SEP  program. 30 
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TABLE  Q 


MONTANA  MEDICAL  SCHOOL  APPLICANTS 
CERTIFIED  AND  ACCEPTED 
UNDER  THE  WICHE-SEP  PROGRAM 
1966-1977 


Number  of 

Number  of 

Number  of 

Total  WICHE 

pre-medi  cal 

Certified 

Certi  fied 

Certified 

Students 

Students 

Students 

Students 

COST 

Applying  for 

Accepted  at 

Accepted 

in  Medical 

Certification 

WICHE  Schools 

into  WAMI 

School 

1966-67 

31 

15 

-- 

33 

$  65,333 

1967-58 

28 

Tl 

— 

33 

75,000 

1968-69 

40 

13 

40 

100,000 

1969-70 

55 

13 

43 

120,000 

1970-71 

47 

19 

52 

153,900 

1971-72 

57 

18 

50 

150,000 

1972-73 

74 

14 

50 

150,000 

1973-74 

55 

10 

7 

61 

295,668 

1974-75 

72 

8 

9 

59 

292,500 

1975-76 

80 

5 

20 

52 

271 ,334 

1976-77 

89 

12 

20 

51 

275,000 

1977-78 

81  (includes  10 

20 

46 

552,000 

WAMI) 

1978-79    Budget  for  36  students  -  $444,000. 

(Figures  provided  by  Leoti  Waite-Commission  for  Higher  Education-Helena,  Mt. 
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Through  1970  there  were  55  students  who  graduated  from  WICHE  schools. 
A  recent  study  by  WICHE  found  that  of  the  43  they  could  locate,  only  9 
(or  21%)  were  practicing  in  Montana.    Six  SEP  students  that  graduated 
from  other  states  are  located  in  Montana,  raising  the  percentage  of  SEP 
graduates  practicing  in  Montana  (as  compared  to  the  total  number  sent) 
to  35%. 31    No  data  is  available  on  the  WAMI  program  since  it  has  only 
been  operating  since  1972,  not  yet  long  enough  to  produce  graduates. 
The  importance  of  the  program  is  to  increase  the  opportunities  for  med- 
ical studies  for  Montana's  students. 

WAMI    (Wyoming,  Alaska,  Montana,  Idaho) 

The  University  of  Washington  School  of  Medicine  began  accepting 
students  from  Montana  under  its  WAMI  program  in  1972  on  a  quota  basis. 
Since  1975  a  standard  number  of  20  students  are  accepted  yearly  from 
Montana    (see  Table  Q).    Acceptances  are  based  on  the  student's  record; 
the  home  town  is  not  considered  by  the  selection  committees  in  Montana. 

The  first  year  of  study  is  spent  at  Montana  State  University  in 
Bozeman.    The  state  allocates  1.4  million  dollars  to  cover  costs  of  the 
students'  education  and  the  clinical  costs  of  the  four  WAMI  clinics 
around  the  state. 32   The  cost  for  WICHE  and  WAMI  combined  are  vastly 
lower  than  the  cost  of  building  and  maintaining  a  medical  school  in 
Montana.    For  example,  the  yearly  cost  to  operate  the  medical  school 
in  North  Dakota  is  9  million  dollars.    The  state  pays  4.5  million  and 
federal  money  takes  care  of  the  other  4.5  mi  11  ion. 33 

Doctors  of  Osteopathy 

The  Montana  Osteopathic  Association  supports  Montana  students  in 
their  application  to  osteopathic  schools  by  providing  a  letter  of  en- 
dorsement from  an  osteopathic  physician.    Osteopaths  are  trained  for 
rural  practices  and  most  of  them  are  general  practitioners    (all  19 
osteopaths  in  Montana  are  CP's). 34    Osteopaths  could  be  encouraged  to 
come  up  with  an  endorsement  program  similar  to  WICHE  that  also  has  state 
support  for  Montana  students  wishing  to  study  osteopathic  medicine  and 
return  to  the  state  to  set  up  a  practice.    (There  are  no  osteopathic 
schools  in  western  states.    Since  WICHE  serves  only  western  states,  the 
program  suggested  could  be  like  WICHE,  but  not  an  extension  of  the  WICHE 
program  itself. ) 

WAMI  Primary  Care  CI inics--Preceptorshi p  Programs 

Six-week  clerkships  at  WAMI  primary  care  clinics*  around  the  four- 
state  region  are  offered  to  third  and  fourth  year  medical  students  and 
residents  from  the  University  of  Washington  Medical  School.  These 
clerkships  are  a  type  of  preceptorship  program  intended  to  give  students 
favorable  experience  in  practicing  primary  medical  care  in  remote  sites. 

"Preceptorship"  refers  to  an  apprenticeship  arrangement  which 
affords  the  student  practical  experience  away  from  a  classroom  situation. 
The  preceptor  is  a  full-time  practitioner  who  serves  as  a  role  model  for 
the  WAMI  clinics. 36 

*WAMI  clinics  do  not  have  to  be  in  one  facility  or  clinic;    they  can 
involve  a  number  of  individual  physician  offices  in  a  city  or  area. 
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TABLE:  R    STUDENT  AND  RESIDENT  PARTICIPATION  IN  MONTANA  WAMI  CLINICS, 


1976-77 


CLINIC 


NUMBER  OF  STUDENTS 


NUMBER  OF  RESIDENTS 


Bill ings 
Missoula 

Whitefish/Kalispell 
Great  Falls 


3 


2 
4 


7 
5 


8 


5 


TOTAL 


25 


20 


There  has  been  criticism  about  the  location  of  WAMI  clinics  in  these 
cities  where  physicians  are  adequately  or  over-supplied.    In  order  to  have 
a  clinic  established  in  an  area,  WAMI  requires  that  three  full-time 
practitioners  be  available  to  provide  the  training.    One  physician  sur- 
veyed for  this  study  challenges  this  number,  saying  it  is  ideal,  but  not 
essential,  if  a  full-time  practitioner  is  found  who  is  interested  in  being 
a  preceptor.    Exposure  to  rural  and  shortage  areas  through  a  precep- 
torship  program    can  be  designed  so  the  appeal  of  actually  establishing 
a  practice  in  that  area  is  increased. 

Eastern  Montana  (in  particular,  Gl endive)  is  one  of  the  areas  in  the 
country  that  medical  students  can  choose  for  a  summer  preceptorship 
through  the  Technical  Assistance  Program  which  is  offered  by  the  American 
Medical  Student  Association  Foundation  based  in  Chicago,  Illinois. 
Students  learn  of  these  preceptorship  programs  through  the  Foundation's 
journal . 37 

Family  Practice  Residency 

Establishing  a  family  practice  residency  program  in  Montana  is  likely 
to  increase  the  number  of  physicians  who  would  set  up  practice  here,  and, 
hopefully,  these  practices  would  be  established  in  shortage  areas.  One 
1971  survey  showed  that  there  was  a  72%  retention  rate  of  M.D.'s  who  got 
their  degree  and  did  their  residency  in  the  same  state;    the  rate  was  ZS% 
if  the  state  in  question  was  the  doctor's  home  state. 38   A  later  study 
found  that  physicians  tend  to  locate  their  practice  near  the  place  where 
they  were  reared  or  received  their  medical  training. 39 

Significant  commitment  from  a  rather  large  group  of  physicians  is 
required  in  establishing  a  residency  program.    The  minimal  number  of 
students  who  will  be  trained  in  the  program  is  12  per  year.    The  present 
plans  are  to  have  the  first  year  training  of  four  residents  in  Spokane, 
and  the  next  two  years  in  Billings.    Eventually,  all  three  years  should 
be  in  Billings. 40    Idaho,  also  a  WAMI  state,  already  has  a  family  prac- 
tice residency  operating  in  Boise. 
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Even  though  Billings  does  not  need  more  physicians,  it  is  located 
in  Eastern  Montana  and  has  the  physician  population  and  facilities  nec- 
essary to  support  a  residency  program.    It  is  hoped  that  residents  trained 
in  this  program  will  go  into  Eastern  Montana  to  set  up  their  practices. 
But  to  increase  the  odds  of  this  happening,  the  program  needs  a  unique 
design.    Students  should  have  experience  in  actual  rural  practices  for 
at  least  a  short  period  of  time.    Finding  rural  physicians  who  are  willing 
to  serve  as  preceptors,  and  rotating  the  students  around  to  these  various 
rural  practice  sites  would  be  excellent  experience  for  the  student  and 
provide  additional  coverage  for  the  physician  serving  as  a  preceptor  and 
his  or  her  community.    There  are  many  programs  being  developed  at  this 
time  that  are  variations  on  this  theme,  and  would  work  well  in  Montana. 41 
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PROGRAMS  AND  POLICIES  TO  ATTRACT  AND  RETAIN  PRIMARY  CARE  PHYSICIANS 


In  addition  to  educational  opportunities,  placement  and  refert^el 
services  and  incentives  for  practice  location  are  needed  in  order  for 
shortage  areas  to  attract  and  retain  primary  care  physicians. 

Placement  and  Referral  Services* 

Rural  Montana  communities  seeking  physicians  have  generally  tried 
to  do  their  own  recruiting  or  else  have  sought  help  from  placement  pro- 
grams such  as  Western  Health  Systems,  Inc.,  the  Montana  State  Department 
of  Health  and  Environmental  Sciences  (Bureau  of  Health  Planning  and 
Resource  Development),  the  Montana  Medical  Association,  the  Health 
Systems  Research  Institute  in  Salt  Lake  City,  the  National  Health  Service 
Corps,  or  smaller  private  programs. 

Western  Health  Systems,  Inc. 

The  Western  Health  Systems,  Inc.  (WHSI)  is  a  referral  and  placement 
program  that  receives  a  portion  of  the  federal  grant  money  blocked  out 
to  the  Old  West  Regional  Commission  comprised  of  the  governors  of  the 
states  WHSI  services.    Those  states  are  Montana  (only  the  eastern  third), 
Wyoming,  Nebraska,  North  Dakota,  and  South  Dakota.    Since  it  began  its 
operations  in  July  1976,  WHSI  has  placed  a  physician  in  Sidney,  Montana, 
and  three  nurses  at  the  Miles  City  V.A.  Hospital.    There  are  several 
placements  currently  being  negotiated,  but  the  placement  process  often 
takes  6-12  months.    To  help  the  communities  retain  newly  acquired  health 
care  providers,  WHSI  provides  counseling  services  to  the  communities. 42 

Montana  State  Department  of  Health  and  Environmental  Sciences 

Any  inquiries  from  practit'foners  interested  in  practicing  in  Western 
Montana  are  forwarded  by  WHSI  to  the  Montana  State  Department  of  Health 
and  Environmental  Sciences,  Bureau  of  Health  Planning  and  Resource 
Development.    Those  inquiries  are  matched  to  communities,  hospitals,  and 
individuals  who  have  expressed  a  need  for  a  given  health  care  practitioner 

Montana  Medical  Association 

The  Montana  Medical  Association  (MMA)  maintains  an  active  physician 
referral  service.    All  inquiring  physicians  are  asked  to  send  their 
bibliography,  which  is  sent  out  to  the  areas  needing  the  particular 
services  offered  by  that  physician.    All  inquiries  are  listed  in  the 
bi-monthly  bulletin  distributed  to  approximately  120  subscribers.  The 
MMA  gets  about  20  requests  per  month  from  out-of-staters  or  foreigners, 
directly  or  through  the  Western  Health  Systems,  Inc.  and  the  Montana 
State  Department  of  Health  and  Environmental  Sciences. 44 


*  For  the  address  of  organizations  offering  these  services,  see 
Appendix  6. 
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Health  Systems  Research  Institute 


The  Health  Systems  Research  Institute  (HSRI)  in  Salt  Lake  City 
is  a  non-profit  organization  operating  an  innovative  health  care  del- 
ivery system  and  hospital  management  program  since  April  1974.  Five 
Montana  communities  have  utilized  HSRI  services.    Cut  Bank  has  a  contract 
for  a  three-physician  clinic  and  the  hospital  management  service. 
Shelby  utilizes  the  hospital  management  services  and  a  two  physician 
clinic.    Big  Timber,  Poplar,  Harlowton,  and  Yellowstone  National  Park 
utilize  HSRI  physicians. 

HSRI  has  expanded  their  program  to  include  locum  tenens  service- 
a  physician  backup  service.    This  service  makes  it  possible  for  a  physician 
in  a  rural  community  to  take  time  off  for  continuing  education,  vacation, 
or  for  other  reasons.    The  community  can  contract  for  temporary  backup 
services  from  HSRI,  and  one  of  the  ten  physicians  employed  by  the  Insti- 
tute will  be  sent  to  the  community  to  provide  services. 

HSRI  has  had  an  estimated  80%  success  rate.    Full  community  support 
is  absolutely  necessary  to  make  this  type  of  program  work.    The  physician 
must  be  well  suited  to  HSRI's  system,  and  have  a  life  style  which  is 
compatible  with  the  community's. 

The  benefits  offered  by  HSRI  to  the  physician  (i .e., guaranteed 
annual  income,  three  weeks  vacation,  every  third  weekend  off,  backup 
services,  two  weeks  of  paid  continuing  education,  free  malpractice  insur- 
ance, and  a  retirement  program)  allows  HSRI  to  be  very  selective.  They 
hire  only  one  in  100  applicants.    The  physicians  do  not  have  to  invest 
their  own  capital  to  set  up  a  practice  or  hire  support  staff— the  com- 
munity takes  care  of  this.    HSRI  physicians  have  access  to  a  24-hour  phone 
referral  system  to  the  University  of  Utah  Medical  Center,  whose  faculty 
provide  educational  and  consulting  services  for  HSRI  physicians. 

Besides  providing  the  practice  site  for  the  physician,  the  community 
also  pays  (indirectly)  for  the  incentives  offered  by  HSRI  to  their 
physicians.    The  community  pays  HSRI  on  a  yearly  basis,  and  any  revenue 
exceeding  the  contract  rate,  generated  by  the  medical  services  provided, 
is  returned  to  the  community.    The  Institute's  Health  Service  Programs 
are  designed  to  eventually  improve  the  communities' economy  by  decreasing 
expenditures  for  commercial  out-of-town  purchases  (made  when  citizens 
go  to  a  large  city  for  health  care  they  could  be  receiving  in  their  own 
town),  decreasing  subsidy  payments  for  community  hospitals,  and  increasing 
community  income  generated  by  health  care  services  to  patients  carrying 
some  type  of  insurance. 45 

Cut  Bank  became  involved  with  HSRI  after  having  just  built  a  new 
hospital  which  they  could  not  use,  because  they  were  unable  to  recruit 
a  physician.    So  many  people  went  out  of  town  for  their  health  care.  It 
would  have  cost  the  community  $100,000  to  $200,000  a  year  to  keep  the 
new  hospital  open.    The  old  hospital  averaged  five  patients  a  day.  The 
new  hospital,  under  HSRI  management,  averages  12  patients  a  day.  Without 
HSRI's  assistance,  the  hospital  would  have  had  to  close. 46    A  lot  of 
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rural  communities  run  into  a  similar  type  of  vicious  circle— they  feel 
they  need  a  hospital  to  attract  a  physician,  yet  they  cannot  keep  a 
hospital  operating  without  a  physician,  or  else  the  county  loses  large 
sums  of  money. 

Glacier  County's  contract  with  HSRI  has  totaled  $714,000  over  a 
2^  year  period,  during  which  time  Cut  Bank  had  one  HSRI  physician  for  1 
year  and  7  months,  and  3  physicians  for  the  remaining  8  months.  The 
clinic  generated  $514,000  in  cash  receivables,  and  should  the  clinic 
close  today,  the  county  would  receive  $95,000  in  additional  receivables. 
The  actual  cost  to  the  community  is  $105,000  over  IH  years.  Sentiments 
in  Cut  Bank  are  that  the  revenues  generated  by  the  clinic  will  eventually 
match  and  exceed  the  county's  investment. 47 

National  Health  Service  Corps 

The  National  Health  Service  Corps  (NHSC),  a  branch  of  the  Public 
Health  Service  Corps,  was  created  by  the  Emergency  Health  Personnel  Act 
of  1970  (PL  91-634).    It  is  designed  to  deal  with  the  country's  mal- 
distribution of  health  manpower  by  working  with  communities  which  have,  or 
will  have,  a  primary  medical  care  shortage  area.    To  qualify  for  NHSC 
assistance,  a  community  must  justify  its  designation  as  a  shortage  area 
by  working  with  the  State  Health  Planning  and  Resource  Development  Agency 
(in  Montana,  the  Bureau  of  Health  Planning  and  Resource  Development)  and 
the  Health  Systems  Agency,  in  assembling  information  about  its  health 
care  needs,  available  manpower,  and  health  care  resources. 

Until  1978,  shortage  area  designations  relied  almost  exclusively 
on  the  practitioner  to  population  ratios.    The  old  criteria  was  one 
practitioner  to  4,000  or  more  (a  physician/100,000  population  ratio  of  25). 
The  new  criteria  is  one  to  3,500  or  more  (a  physician/100,000  population 
ratio  of  28.5).    If  there  is  no  more  than  one  practitioner  to  3,000 
people  (a  physician/100,000  population  ratio  of  33.3),  the  area  may 
still  qualify  for  assistance  if  other  indicators  of  needs  are  significant 
(i.e.,  infant  mortality  rate,  percent  of  population  below  poverty  level, 
and  percent  population  over  65). 48   The  counties  qualifying  for  NHSC 
primary  medical  care  physicians  in  Montana  are  listed  in  Table  I  and 
Map  I-l.    The  NHSC  has  different  ratio  criteria  for  placing  dentists, 
psychiatrists,  nurse  practitioners,  physicians,  and  optometrists. 

The  community  agrees  to  provide  the  office  and  supplies,  as  well  as 
hire  and  supervise  the  support  personnel.    The  NHSC  pays  the  physician's 
salary,  assists  the  community  in  dealing  with  any  problems  arising  from 
managing  the  practice,  and  most  importantly,  will  assist  the  community 
with  the  NHSC  physician  should  they  both  wish  to  establish  an  independent 
practice  in  the  community.    The  retention  rates  have  risen  from  1%  in 
1972  to  30%  in  1975,  because  NHSC  tries  to  match  the  community  and  phy- 
sician more  carefully,  and  works  closer  with  the  community. 49  The 
community  cost  in  starting  an  NHSC  practice  site  varies  according  to 
whether  a  hospital  or  clinic  site  is  already  there  for  the  physician. 
Minimal  start-up  costs  for  the  equipment  and  supplies  runs  about  $10,000 
to  $15,000.    Communities  needing  start-up  money  can  apply  for  assistance 
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through  the  Rural  Health  Initiative  Program,  which  makes  NHSC  programs 
more  feasible  for  economically  depressed  communities.    For  one  doctor, 
it  costs  the  community  about  $50,000  a  year. 50    (This  is  only  a  rough 
estimate.)    NHSC  helps  the  community  budget  and  anyrevenaes "generated  abo 
the  community's  costs  go  towards  reimbursing  NHSC  for  the  physician's 
salary. 

Rural  Health  Initiative 

The  Rural  Health  Initiative  (RHI)  is  a  federal  program  which  integrat 
and  coordinates  the  services  offered  by  such  programs  as  the  National 
Health  Service  Corps  and  Health  Underserved  Rural  Areas  (HURA). 

If  a  community  does  not  meet  the  criteria  for  designation  as  a 
primary  medical  care  shortage  area,  thereby  not  qualifying  for  NHSC 
assistance,  it  may  still  be  eligible  for  federal  assistance  under  the 
RHI  program.    Priority  for  grants  is  given  to  those  communities  meeting 
the  greatest  number  of  the  following  designations :51 

1.  Medically  underserved  areas 

2.  Health  Manpower  shortage  areas 

3.  High  migrant  impact  areas 

4.  High  infant  mortality  areas 

If  a  community  does  not  meet  these  designations,  it  may  still  be 
eligible  for  Health  Underserved  Rural  Areas  (HURA)  program.    RHI  and  NHSC 
services  are  basically  designed  for  communities  having  no  medical  practice 
and  they  are  especially  concerned  with  establishing  primary  care  practices 
RHI  grants  are  available  for  creating  primary  care  facilities,  while  HURA 
grants  are  meant  to  be  used  in  expanding  existing  practices  in  underserved 
areas.    HURA  monies  come  from  Medicaid's  research  and  development  fund 
which  may  be  dropped  soon. 52 

Three  RHI  programs  are  being  planned  to  service  all  17  of  Eastern 
Montana  counties. 53    Gl endive,  in  Dawson  County,  and  Miles  City,  in  Custer 
County,  have  already  received  RHI  grants.    Recruiting  efforts  for  both  of 
these  cities  is  still  ongoing,  since  retirement  are  still  a  problem. 
Custer  County's  physician/population  ratio  shows  it  is  now  overdoctored. 
But  the  intent  is  to  make  Miles  City  and  Gl endive  medical  care  centers  for 
the  surrounding  counties,  and  not  just  their  respective  county  popu- 
lations.   Malta,  in  Phillips  County,  is  being  proposed  as  a  third  site 
for  RHI  funding,    Phillips  County  is  presently  a  primary  medical  care 
shortage  area,  as  are  Blaine  and  Valley,  which  border  it.    Even  if  the 
intentions  are  to  create  medical  care  centers  in  Eastern  Montana  with 
RHI  and  NHSC  assistance,  continuity  of  care  may  be  affected  by  the  turn- 
over rate  of  physicians  recruited  for  these  areas. 
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INCENTIVES  FOR  SHORTAGE  AREA  PRACTICE 


Placement  services  realize  that  by  improving  the  desirability  of  the 
practice  location  they  are  more  apt  to  attract  and  retain  good  health  care 
providers.    Eastern  Montana  towns  that  get  a  physician  have  often  had  dif- 
ficulties retaining  him  or  her.    A  potential  practice  site  must  have  econo- 
mic promise.    The  physician  may  have  difficulties  in:  l)finding  qualified 
staff,    2)  dealing  with  expectations  for  24-hour  coverage,    3)  having  no 
back-up  coverage,    4)  being  isolated  from  peers,    5)  having  difficulty  in 
getting  continuing  medical  education,  and  6)  having  difficulties  setting 
up  a  referral  network  with  specialists  in  larger  cities.    They  may  also 
have  to  deal  with  a  spouse's  dislike  for  rural  life,  and  often,  the  non- 
utilization  of  the  physician's  services  by  community  members. 

Communities  and  placement  programs  having  successfully  attracted  a 
physician  have  generally  provided  the  following  incentives: 

1.  a  guaranteed  income 

2.  a  practice  site  and  qualified  ancillary  personnel 

3.  scheduled  vacation  time 

4.  back-up  coverage 

5.  access  to  continuing  medical  education  that  is  tailored  to  the 
needs  of  the  shortage  area  practitioner 

6.  24-hour  phone  referral  system  to  large  medical  centers 

7.  orientation  of  the  spouse  to  rural  life 

8.  community  support  and  willingness  to  utilize  the  new  physician 

9.  year-for-year  loan  forgiveness  programs  for  students  who  agree 
to  serve  in  the  community 

Since  compatibility  of  life  style  is  an  important  factor  in  any 
successful  placement  (and  retainment),  students  from  shortage  areas  should 
be  encouraged  to  become  physicians,  and  other  health  professionals,  through 
health  career  education  programs  and  the  availability  of  a  loan  forgiveness 
program.    In  the  long  run,  such  a  program  would  be  effective.  Meanwhile, 
communities  should  strive  to  be  selective  in  their  recruitment  process  and 
keep  in  mind  the  need  to  find  a  physician  who  is  suitable  to  their  needs 
and  way  of  life,  and  who  will  deliver  high  quality  care. 

The  rapid  increase  of  new  developments  in  medicine  today  make 
continuing  medical  education  (CME)  a  necessity  if  a  doctor  is  to  provide 
high  quality  care.    For  this  reason,  CME  is  now  a  requirement  for  member- 
ship in  the  Montana  Medical  Association.    CME  programs  in  Montana  are 
coordinated  by  the  Montana  Medical  Education  and  Research  Foundation  in 
Great  Falls,  the  Western  Montana  Health  Education  Council  in  Missoula 
and  the  Inter-hospital  Learning  Center  in  Billings.    Physicians  in  rural 
areas  have  difficulty  in  attending  CME  sessions  in  other  states  or  even 
in  some  of  the  larger  Montana  cities,  because  they  cannot  leave  without 
some  back-up  coverage.    HSRI  now  offers  Montana  communities  the  oppor- 
tunity to  provide  back-up  coverage  for  its  physicians,  thus,  alleviating 
one  drawback  to  rural  and  shortage  area  practices. 
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WAMI  is  currently  experimenting  with  video  satellite  broadcasts  to 
Fairbanks,  Alaska,  and  Bozeman,  Montana,  for  use  in  continuing  medical 
education.    The  first  of  eleven  broadcasts  is  scheduled  for  January,  1978. 
Should  these  broadcasts  be  effective  learning  devices,  physicians  can  go 
to  Bozeman  rather  than  Dallas,  Texas. 56    If  the  proper  equipment  could  be 
circulated  (a  van  with  video  tape  equipment?)  this  form  of  CME  could  be 
brought  right  to  the  rural  practitioner  making  it  very  accessible.  Such 
a  program  would  alleviate  one  of  the  disadvantages  of  rural  practice 
making  such  practice  sites  more  attractive. 

North  Dakota  offers  all  of  its  physicians  use  of  an  educational 
telephone  network,  designed  for  phone  conferences.    The  phone  line  is 
used  for  conferences,  teaching,  and  educational  programs. 57    It  could 
also  be  used  for  consulting  specialists  at  the  medical  school.    Such  a 
communication  system  would  be  a  valuable  link-up  between  the  rural  prac- 
titioner and  the  medical  centers  in-state  or  out-of-state,  and  it  would 
also  serve  as  an  incentive  to  practice  in  a  rural  area  since  the  prac- 
titioner would  no  longer  be,  or  feel,  as  isolated  as  before.    Such  a 
program  could  augment  the  WAMI  video  satellite  broadcasts. 
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IMPROVING  ACCESS  TO  RECRUITMENT  SERVICES 


The  placement  and  referral  programs  discussed  earlier  offer  many  of 
the  incentives  mentioned  earlier.    But  the  needs  of  Montana  citizens  in 
physician  shortage  areas  could  best  be  met  by  a  program  which  coordinates 
the  existing  recruiting  and  placement  program  and  expands  the  services 
available  to  the  entire  state,  helping  communities  decide  what  they  need 
and  can  afford. 

A  possible  model  for  such  a  referral  and  placement  program  is  the 
Community  Clearinghouse  in  Seattle,  Washington,  which  offers  Washington, 
Oregon,  Idaho,  and  Alaska  (Region  X)  progressive  and  effective  recruitment 
and  placement  of  primary  health  care  providers,  e.g.  primary  care  physicians, 
physicians'  assistants,  and  nurse  practitioners.    The  success  of  the 
program  has  been  a  result  of  full  cooperation  from  the  respective  pro- 
fessional medical  associations,  whose  representatives  serve  on  the  advisory 
committee  for  the  clearinghouse  and  ensure  the  decisions  made  are  in  the 
best  interests  of  the  community. 54 

A  representative  is  sent  to  the  community  contracting  for  placement 
services,  and  helps  them  form  a  recruiting  committee  which  will  define 
the  community's  needs  and  resources.    The  community,  in  cooperation  with 
local  health  care  providers,  may  feel  its  needs  can  be  met  by  a  nurse 
practitioner,  physician's  assistant,  or  even  cross-coverage  by  area 
physicians.    Any  placement  results  in  an  ongoing  communication  between 
the  clearinghouse,  the  community,  and  the  health  care  provider. 

Clearinghouse  helps  the  community  choose  the  right  health  care 
provider  and  also  provides  back-up  service.    Continuing  education  pro- 
grams and  consulting  services  with  specialists  offered  by  clearinghouse 
are  tailored  to  the  needs  of  the  individual  rural  health  care  provider. 
Currently  there  are  plans  to  launch  a  program  for  the  spouse  of  the 
potential  health  care  provider,  designed  to  prepare  them  for  rural  life 
styles. 55 
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ALTERNATIVE  HEALTH  CARE  DELIVERY  SYSTEMS 


t 


Clearinghouse  recruits  non-physician  practitioners  for  communities 
which  are  too  small  to  support  a  physician,  or  that  desire  such  an 
alternative.    What  alternatives  are  there  for  Montana  communities  unable 
to  attract  and/or  retain  a  physician?    What  are  the  health  resources  in 
physicianless  communities,  and  how  can  they  be  utilized?    There  are  a 
large  number  of  unemployed  licensed  nurses  around  Montana  whose  training 
could  be  expanded  so  they  could  treat  the  health  needs  of  citizens  in 
their  rural  community,  providing  the  services  are  within  the  laws  govern- 
ing the  practice  of  nursing.    All  communities  without  quick  access  to  a 
physician  need  a  strong  emergency  medical  system  and  will  need  help  in 
establishing  linkages  with  nearby  medical  personnel  and  facilities  in 
order  to  develop  an  adequate  health  care  program  for  themselves. 

Physician  extenders  (PE's),  physician's  assistants  (PA's),  and 
nurse  practitioners  (NP's)  are  relatively  new  to  the  health  care  scene, 
and  conceptually  could  be  used  to  relieve  the  shortage  of  primary  care 
services  in  rural  areas.    PE's  differ  from  other  ancillary  health 
professionals,  because  their  training  allows  them  to  provide  services 
(under  some  form  of  supervision)  which  used  to  be  exclusively  provided 
by  licensed  physicians--i .e.  well-patient  examinations  (well-baby  clinics, 
preventive  medicine,  physical  exams)  and  medical  history  workups.    In  a 
typical  practice,  PE  services  may  not  always  reduce  costs,  but  they 
generally  allow  the  physician  to  see  more  patients,  obtain  CME,  or  give 
more  care  to  seriously  ill  patients. 58 

Physician  assistants  often  have  had  prior  experience  as  medical 
corpsmen  in  the  armed  services,  but  all  of  them  are  graduates  of  a  PE 
training  program  and/or  have  passed  the  Primary  Care  Certifying  Exam- 
ination.59    The  results  from  the  physician  survey  revealed  less  than 
20  PA's  are  employed  by  physicians  in  Montana,  mainly  because  of  the 
absence  of  legislation  defining  their  practice  rights. 

In  contrast,  Montana  has  about  100  nurse  practitioners .60  Nurse 
practitioners  are  registered  nurses  who  have  received  training  allowing 
them  to  serve  in  expanded  roles  in  such  fields  as  pediatrics,  geriatrics, 
and  obstetrics.    Their  functions  are  defined  by  the  Nurse  Practice  Act 
in  Montana. 

In  Canada  and  states  such  as  Arizona  and  Colorado,  physician 
extenders  have  been  used  for  rural  health  clinic  services  under  remote 
supervision  of  a  licensed  physician.    Recent  federal  legislation  (HR  8422') 
has  authorized  medicare/medicaid  coverage  for  PE  services  in  rural  clinics 
on  a  cost  reimbursable  basis. 61    Practices  staffed  by  PE's  in  remote  areas 
tend  to  be  underutilized,  although  studies  also  indicate  patient  satis- 
faction with  the  service  provided.    The  reason  cited  for  this  tendency  is 
that  people  desire  the  best  possible  care  when  they  are  ill,  so  they  tend 
to  use  the  remote  clinics  for  minor  problems,  and  travel  to  out-of-town 
physicians  if  they  have  a  major  problem. 62    (PE's  would  have  to  refer  a 
seriously  ill  patient  to  an  out-of-town  doctor  anyway.) 
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In  Montana,  one  rural  health  care  delivery  system  exists  which  is 
run  without  the  physical  presence  of  a  physician,  but  which  has  the 
support  of  Missoula  physicians.    The  SOS  Health  Center  at  Seeley  Lake 
is  a  model  nurse  practitioner  practice  formed  by  the  residents  of  Seeley 
Lake,  Ovando,  and  Swan  Lake  in  1970.    These  isolated  mountain  communities 
are  located  about  sixty  miles  from  the  nearest  physician  and  medical 
facility  on  roads  which  are  particularly  treacherous  in  winter.  Although 
there  is  no  specific  data,  this  type  of  health  care  delivery  system  is 
expensive,  so  that  some  communities  may  find  it  difficult  to  support  a 
nurse  practitioner  and/or  find  the  right  ingredients  for  a  successful 
operation  (i.e.  cooperation  from  area  physicians  and  hospitals) .63 
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GOALS  AND  RECOMMENDATIONS 


Mission:    Equal  access  to  quality  health  care  at  an  affordable  price  (PL  93-641  ) 

Goal:        The  supply  of  primary  care  physicians  (GP/FP's,  internists,  pedia- 
tricians, obstetricians/gynecologists)  in  Montana  should  be 
increased  so  that  there  is  more  equitable  accessibility  of  their 
services . 

Recommendations : 

1.  Health  career  education  should  be  used  to  increase  interest 
among  students  in  shortage  area  to  enter  the  health  field. 

2.  Admission  policies  should  favor  students  with  rural  backgrounds 
and  all  students  who  are  willing  to  become  primary  care  physicians  and 
set  up  practices  in  shortage  areas. 

3.  The  Montana  State  government  should  offer  a  loan  repayment 
program  to  any  medical  student  who  agrees  to  exchange  a  year  of  service 
in  a  shortage  area  for  every  year  of  financial  support  by  the  state. 

4.  An  endorsement  program  (similar  to  WICHE),  with  state  support 
to  the  accepting  school,  should  be  offered  to  students  wishing  to  study 
osteopathic  medicine  and  return  to  the  state  to  set  up  a  primary  care 
practice  in  a  shortage  area. 

5.  The  state  of  Montana  should  continue  the  WICHE  and  WAMI  program, 
but  urge  the  WICHE  and  WAMI  schools  to  develop  or  maintain  a  curriculum 
that  emphasizes  primary  care  practice  in  shortage  areas  for  the  program 
participants. 

6.  Preceptorship  experiences  for  WAMI,  WICHE,  and  osteopathic 
students,  and  family  practice  residents  should  be  developed,  most  likely 
by  the  Commission  for  Higher  Education.    These  programs  should  provide 
positive  experience  of  primary  care  practice  in  shortage  areas,  especially 
in  rural  areas. 

Goal:        Incentives,  rather  than  regulations,  should  be  used  to  improve 
the  accessibility  of  health  care  in  Montana. 

Recommendations : 

1.     The  Montana  State  Government  should  help  shortage  areas  establish 
incentive  programs  so  that  they  can  attract  and  retain  a  physician.  This 
program  could  be  a  separate  one,  or  coordinated  with  a  comprehensive 
placement  service.    A  comprehensive  placement  service  could  be  established 
by  a  non-profit,  or  for-profit,  agency  which  would  coordinate  the  services 
offered  by  WHSI,  HSRI,  NHSC,  RHI,  MMA  the  MDH&ES,  and  MHSA.  Physicians, 
dentists,  nurses,  physician  extenders,  and  other  types  of  health  manpower 
should  be  recruited  and  the  service  format  of  the  Community  Health 
Clearinghouse  in  Seattle  should  serve  as  a  model.    The  following  summar- 
izes the  Clearinghouse  services: 
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if  . 


A.  A  committee  encompassing  all  of  the  state's  professional 
associations , 

B.  representatives  to  visit  communities,  helping  them  to  establish 
a  recruiting  committee,  to  define  the  community's  needs  and 
resources,  and  to  establish  linkages  with  neighboring  communit-fes ,  * 

C.  have  a  nationwide  recruitment  program  (for  M.D.'s,  D.O.'s,  nurses, 
PE's,  dentists,  and  allied  health  personnel), 

D.  keep  in  close  contact  with  the  physician  and  the  community, 

E.  offer  back-up  service  to  physicians  serving  in  shortage  areas 
(the  physicians  in  non-shortage  areas  could  arrange  for  their 
own,  or  contract  with  HSRI), 

F.  offer  access  to  good  continuing  medical  education  which  is 
tailored  to  the  needs  of  the  rural  practitioner, 

G.  offer  consulting  services  from  specialists  (a  24-hour  phone 
line  like  North  Dakota  has)  could  be  used  for  CME  and  consulting 
services  from  specialists  in  the  larger  cities, 

H.  offer  an  orientation  program  to  spouses  to  help  them  adjust  to 
rural  life. 


*Local  area  health  officers  should  be  responsible  for  knowing  the 
manpower  needs  of  their  county  and  should  serve  on  these  community 
committees.    The  community  should  decide  the  type  of  health  care  it 
needs,  not  the  state.    If  a  community  desires  physician  extender 
services  and  it  is  feasible,  then  they  should  have  the  cooperation 
of  the  professional  associations  and  state  officials. 

Goal:        Communities  should  have  access  to  the  health  care  they  need 
and  can  afford. 

Recommendations : 

1.  The  State  Department  of  Health  and  Environmental  Sciences  and 
the  Health  Systems  Agency  should  provide  technical  assistance  to  commun- 
ities seeking  health  care  providers--hel ping  them  to  decide  on  the  type 
of  practitioner,  the  type  of  incentives,  and  the  price. 

2.  Laws  should  be  developed  to  allow  health  care  delivery  by  non- 
iphyslcian  health  personnel  in  communities  unable  to  attract  a  physician. 

3.  Emergency  medical  services  should  be  available  in  all  rural 
communities  without  ready  access  to  physician  services.    These  services 
will  provide  quick  transportation  to  physician  services  for  those  requiring 
emergency  care. 

4.  Specialists  in  the  larger  cities  should  be  encouraged  to  visit 
outlying  communities  with  or  without  hospitals,  supported  by  larger 
hospitals  adopting  rural  hospitals  and  clinics  as  satellite  facilities. 
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SUMMARY  OF  IMPORTANT  FINDINGS 


There  are  124  active  non-federal  physicians  in  direct  patient  care  per 
100,000  civilians  in  Montana  (a  total  of  926). 

The  total  physician  supply  in  Montana  is  984,  with  94%  (926)  in  direct 
patient  care,  4%  (35)  inactive,  and  2%  (23)  engaged  in  administration, 
medical  research  or  other  types  of  practice.    There  are  no  interns, 
residents,  or  physicians  engaged  in  full-time  medical  teaching  since 
Montana  does  not  have  a  medical  school. 

The  age  distribution  of  Montana  physicians  is  as  follows:    3.1%  are 
under  30,  7.4%  are  65  and  older;  The  median  age  is  45.9  years. 

The  supply  of  foreign  medical  graduates  represents  at  least  3%  of  the 
active  non-federal  physician  population,  but  could  be  as  high  as  6% 
(because  3%  of  the  physicians  on  file  had  no  identifiable  place  of 
graduation) . 

•Primary  care  specialists  (GP/FP,  internal  medicine,  pediatrics, 
obstetrics/gynecology)  comprise  52.7%  of  the  active  non-federal  physicians  in 
Montana.    GP/FP's  comprise  55.5%  of  these  specialties.    The  other  47.3% 
are  in  non- primary  care  specialties. 

■The  three  counties  with  the  largest  populations  in  Montana--Missoula, 
Cascade,  and  Yellowstone— claim  48.6%  of  the  active  non-federal  phy- 
sicians but  only  33%  of  the  state's  population. 

-Missoula,  Cascade,  and  Yellowstone  counties  claim  58.7%  of  the  non- 
primary  care  specialists;  only  3.2%  of  the  non-primary  care  specialists 
are  located  in  the  36  counties  having  less  than  10,000  people. 
(Residents  of  these  counties  represent  21.4%  of  the  state's  population). 

-Comparing  the  ratios  of  Montana's  physician  per  100,000  civilian  pop- 
ulation and  the  suggested  ratios  indicates  that  there  is  an  overall 
need  for  primary  care  physicians  (particularly  GP/FP's),  psychiatrists, 
and  specialists  in  otolaryngology,  anesthesiology,  pathology,  and 
urology.    Overall,  Montana  has  a  surplus  of  general  and  orthopedic 
surgeons. 

-Fourteen  counties  are  candidates  for  primary  care  shortage  area  desig- 
nations (and  thereby  eligible  for  National  Health  Service  Corps 
physicians),  33  are  less  than  adequately  supplied  (but  are  not  within 
range  for  designation  as  shortage  areas),  5  have  an  adequate  number  of 
primary  care  physicians,  and  4  are  over-supplied. 

-Twenty-one  counties  have  a  shortage  of  GP/FP's,  and  18  are  over- 
suppl ied. 
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-Eight  counties  are  over-supplied  with  non-primary  care  specialistSo 

-There  are  55  federal  physicians  in  Montana,  providing  services  to 
veterans,  Indians,  and  Malmstrom  Air  Force  personnel  and  their  families. 

-In  order  to  maintain  the  present  physician/population  ratio,  Montana 
must  have  an  overall  gain  of  135  active  physicians  in  direct  patient  care 
by  1985.    In  order  to  attain  the  suggested  physician/population  ratio 
by  1985  Montana  must  have  a  net  gain  of  352  physicians  in  direct 
patient  care. 
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GLOSSARY 


CME  -  continuing  medical  education:    education  above  and  beyond  degree 
training. 

DPC  -  direct  patient  care:    refers  to  physicians  who  are  engaged  in 
seeing  patients. 

GP/FP  -  genera! /family  practitioner. 

HSRI  -  Health  Systems  Research  Institute  in  Salt  Lake  City. 

intern  -  refers  to  a  physician  receiving  supervised  training  in  a  hospital 
and  who  is  continuing  to  be  trained  in  the  sciences  and  medical 
arts  by  the  staff  of  the  hospital. 

internist  -  a  physician  practicing  internal  medicine. 

MMA  -  Montana  Medical  Association. 

NHSC  -  National  Health  Service  Corps. 

NPC  -  non-primary  care:    refers  to  physician  specialties  that  involve 
referrals  from  primary  care  specialists  and  who  provide  highly 
specialized  services  to  a  limited  number  of  people. 

PC  -  primary  care:    refers  to  general /family  practitioners,  internists, 
pediatricians,  and  obstetricians/gynecologists. 

resident  -  a  physician  in  advanced  training  in  a  specialty  who  is  pre- 
paring to  practice  that  specialty, 

RHI  -  Rural  Health  Initiative. 

SEP  -  Student  Exchange  Program  offered  by  Western  Interstate  Commission 
for  Higher  Education  (WICHE). 

WAMI  -  an  acronym  representing  a  program  by  the  University  of  Washington 
School  of  Medicine  to  admit  students  from  Washington,  Alaska, 
Montana,  and  Idaho. 

WICHE  -  Western  Interstate  Commission  for  Higher  Education--a  program 

offering  educational  opportunities  to  students  in  western  states. 
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MAP  E-1:    THE  COUNTY  SUPPLY  OF  PRIMARY  CARE  PHYSICIANS  IN  MONTANA  ACCORDING  TO  THE  RATIOS 

OF  THESE  PHYSICIANS/100,000  CIVILIAN  POPULATION  -  1977 
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MAP  E-2-    THE  COUNTY  SUPPLY  OF  GENERAL/FAMILY  PRACTITIONERS  IN  MONTANA  ACCORDING  TO 
THE  RATIOS  OF  THESE  PHYSICIANS/100,000  CIVILIAN  POPULATION  -  1977 
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MAP  E-3:    MONTANA  COUNTIES  WITH  AN  OVERSUPPLY  OF  NON-PRIMARY  CARE  PHYSICIANS  ACCORDING 
TO  THE  RATIO  OF  THESE  PHYSICIANS/100,000  CIVILIAN  POPULATION  -  1977 
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APPENDIX  A:    INFORMATION  AVAILABLE  ON  PHYSICIANS 


The  physician  data  on  file  at  the  Bureau  of  Records  and  Statistics, 
Montana  State  Department  of  Health  and  Environmental  Sciences  includes 
the  following  information: 

1.  physician's  name:  Last  name,  first  name,  and  middle  initial 

2.  physician's  professional  mailing  address  and  phone  number 

3.  date  of  birth 

4.  date  of  licensure 

5.  name  and  location  of  medical  school 

6.  year  of  graduation 

7.  type  of  practice 

8.  1977  status  code  for  membership  in  MMA,MOA,  and  AOA  (American 
Osteopathic  Association) 

9.  primary  specialty 

10.  secondary  and  tertiary  specialties 

11.  occupation  code  (M.D.  or  D.O.) 

The  primary  specialty  is  the  field  the  physician  indicated  as 
consuming  the  largest  percentage  of  his  or  her  professional  time. 
The  secondary  and  tertiary  specialties  are  the  additional  fields  in 
which  the  physician  indicates  a  limited  practice- 
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APPENDIX  B:    TYPE  OF  PRACTICE  CODES  FROM  THE  1972  AMA  DIRECTORY  (p.xi) 


The  Type  of  Practice  code  is  Indicated  by  a  numeric  code  and 
reflects  the  physician's  PRIMARY  type  of  practice  as  follows: 


Intern 


Resident 


Direct  Patient  Care 


Administration 


Medical  Teaching 


Any  physician  in  supervised  practice  of 
medicine  among  patients  in  a  hospital  or 
in  its  out-patient  department,  with  con- 
tinued instruction  in  the  science  and  art 
of  medicine  by  the  staff  of  the  facility. 

Any  physician  in  advanced  training  in  the 
clinical  divisions  of  medicine,  surgery, 
and  other  specialty  fields  preparing  for 
practice  in  a  given  specialty. 

Physicians  engaged  in  seeing  patients— 
also  includes  patient  services  by  such  phy- 
sicians as  pathologists  and  radiologists. 

Physicians  in  administrative  activities  in 
a  hospital,  health  facility,  health  agency, 
clinic  group,  or  any  other  organization. 

Physicians  with  teaching  responsibilities 
in  medical  schools,  hospitals,  nursing  schools, 
colleges,  universities,  or  other  educational 
institutions . 


Medical  Research 
Other  Patient  Care 


Physicians  conducting  research. 

Physicians  rendering  patient  care  as  part 
of  other  professional  activities  (other  than 
training,  teaching,  or  research)  in  hospitals, 
health  facilities,  other  allied  health  organ- 
izations, or  in  various  health  programs. 


Other  Non-Patient  Care 


Physicians  engaged  in  journalism,  law, 
sales,  insurance,  or  other  health  related 
acti  vi  ti  es . 


Inactive 


No  Classification 


Physicians  who  are  retired  (071),  semi- 
retired  (072),  permanently  disabled  (073), 
temporarily  not  in  practice  (074),  or  not 
active  for  other  reasons  (075). 

Physicians  who  did  not  provide  information 
on  their  type  of  practice. 
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APPENDIX  D:    SUGGESTED  RATIO  OF  SPECIALISTS  PER  100,000  POPULATION 
(see  footnote  #7  -  Medical  Economics) 

Suggested  Ratio 
Specialist/100,000 
Civilian  Population 


I    Primary  Care  Specialists 

A.  General /Family  Practice  50.0 

B.  Internal  Medicine  20.0 

C.  Pediatrics  10.0 

D.  Obstetrics/Gynecology  9.0 
Ratio  for  primary  care  specialists  89.0 

II    Non-Primary  Care  Specialists 

Anesthesiology  6.7 

Dermatology  2.0 

General  Surgery  10.0 

Neurology  1-3 

Neurosurgery  1.0 

Ophthalmology  5.0 

Orthopedics  3.3 

Otolaryngology  4.0 

Pathology  5.0 

Psychiatry  10.0 

Radiology  5.7 

Thoracic  Surgery  1 .0 

Urology  3,3 

All  Other  ? 

Ratio  for  Non-primary  care  specialists  59.3+? 

Ratio  for  total  physicians  supply  148. 3+? 
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APPENDIX  E:    NUMBER  AND  RATIO  PER  100,000  CIVILIAN  POPULATION  OF  MONTANA'S 
NON-FEDERAL  PHYSICIANS  IN  DIRECT  PATIENT  CARE  BY  COUNTIES 
GROUPED  ACCORDING  TO  THEIR  POPULATION  -  1977 


Number  in      Number  in         Number  in     Number  in 
DPC  (ratio)    6P/FP  (ratio)    PC  (ratio)    NPC  (ratio) 


Counties  with  less  than  1,000  population 
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:43) 

1 

(43) 

1 

[43) 

0 

(-) 

Powder  River  2,400 

1 

;42) 

1 

(42) 

1 

[42) 

0 

(-) 

Wheatland  2.400 

2 

:83) 

2 

(83)^ 

2 

.83 ) 

U 

\-) 

Liberty  2,500 

2 

[80) 

1 

1 

1 

t 

McCone  2,700 

1 

(37) 

1 

(37) 

1 

(37) 

0 

(-) 

Judith  Basin  2,700 

1 

(37) 

0 

(-)= 

0 

(_)® 

1 

(37) 

Granite  2,700 

1 

(37) 

1 

(37) 

1 

(37) 

0 

(-) 

Broadwater  2,800 

2 

(71) 

2 

(71)^ 

2 

(71) 

0 

(-) 

Sweet  Grass  3,000 

2 

(57) 

2 

(67)X 

2 

(67) 

0 

(-) 

Daniels  3,100 

2 

(65) 

2 

(65)x 

2 

(65) 

0 

(-) 

Mineral  3,500 

2 

(57) 

2 

(57)X 

2 

(57) 

0 

(-) 

Fallon  4,000 

2 

(50) 

1 

(25)  = 

1 

(25)® 

1 

(25) 

Musselshell  4,200 

1 

(24) 

1 

(24)  = 

1 

(24)® 

0 

(-) 

TOTAL  46,500 

25 

(54) 

22 

(47) 

22 

(47) 

3 

(6) 

X  -  oversuppl ied 

=  -  shortage  of  GP/FP 

e  -  shortage  of  primary  care 
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APPENDIX  E:  (continued-page  2) 


Number  in       Number  in         Number  in     Number  in 
DPC  (ratio)    GP/FP  (ratio)    PC  (ratio)    NPC  (ratio) 


Counties  with  5,000  -  10,000  population 


Stillwater 

5,  ZOO 

O 

O 

3 

-J 

f58) 

0 

(-) 

Phillips 

5,400 

1 

(19) 

1 

u  y  J 

1 

I 

fig) 

0 

(~) 

Sheridan 

5,400 

o 
C 

/'37^ 
13/ j 

L 

{Xl\ 
\ot ) 

0 

C 

(37) 

0 

(-) 

Toole 

5,400 

4 

(74  J 

A 

A 

0 

(-) 

Madison 

5,800 

5 

(86) 

•a 

(5?) 

2 

(34) 

Chouteau 

5,300 

6 

148) 

0 

J 

o 

0 

(-) 

Teton 

6,500 

3 

(45) 

n 
C 

n 

\  J 

ucT  1  CI  bUII 

6  700 

5 

(75) 

4 

(60)>< 

4 

(60) 

1 

(15) 

Blaine 

6,800 

2 

(29) 

2 

(29) 

2 

(29) 

0 

(-) 

Pondera 

6,900 

3 

(43) 

2 

(29) 

2 

(29) 

1 

(14) 

Powel 1 

7,500 

5 

(67) 

4 

(53)^ 

4 

(53) 

1 

(13) 

Carbon 

7,800 

5 

(64) 

5 

(64)^ 

5 

(64) 

0 

(~) 

Sanders 

8,100 

5 

(62) 

4 

(49) 

4 

(49) 

1 

(12) 

Beaverhead 

8,300 

7 

(84) 

4 

(48) 

4 

(48) 

3 

(36) 

Rosebud 

9,700 

3 

(31) 

3 

(31) 

3 

(31) 

0 

(-) 

Richland 

9,900 

6 

(61) 

4 

(40) 

4 

(40) 

2 

(20) 

TOTAL 

111 ,700 

52 

(56) 

50 

(45) 

51 

(46) 

11 

(10) 
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APPENDIX  E:    (continued-page  3) 


Number  in      Number  in         Number  in     Number  in 
DPC  Oratio)    GP/FP  (ratio)    PC  (ratio)    NPC  (ratio) 


Counties  with  10,000  to  25,000  population 


Roosevelt 

10,300 

7 

(68) 

6  (58)^ 

6 

(58) 

1  (10) 

Dawson 

10,700 

10 

(93) 

5  (47) 

8 

(75) 

2  (19) 

Big  Horn 

10,900 

2 

(18) 

2  (18) 

2 

(18) 

0  (-) 

Glacier 

11,100 

3 

(27) 

2  (18) 

2 

(18) 

1  (9) 

Custer 

12,000 

20 

(167)x 

3  (25) 

11 

(92)x 

9  (75)X 

Park 

12,100 

12 

(99) 

5  (41) 

7 

(58) 

5  (42) 

Fergus 

13,000 

11 

(85) 

7  (54)x 

7 

(54) 

4  (31) 

Valley 

1  onn 
1  0,c\jU 

7 

/ 

A 

(30^ 

3  (23) 

Deer  Lodge 

15,200 

17 

(112) 

10  (66)>^ 

10 

(66) 

7  (46) 

Lincoln 

16,500 

10 

(61) 

6  (36) 

8 

(48) 

2  (12) 

Lake 

17,100 

10 

(58) 

6  (35) 

8 

(47) 

2  (12) 

Hill 

17,900 

19 

(106) 

6  (34) 

12 

(67) 

7  (39) 

Ravall i 

18,400 

11 

(60) 

6  (33) 

8 

(43) 

3  (16) 

TOTAL 

178,400 

139 

(78) 

68  (38) 

93 

(52) 

46  (26) 

Counties  with  25,000  to  50,000  population 

Lewis  &  Clark  36,900 

68 

(184)>< 

13  (35) 

32 

(89) 

36  (98)^ 

Gal  latin 

37,300 

62 

(166)^ 

26  (70)^ 

37 

25  (67)^ 

Silver  Bow 

43,000 

51 

(119) 

9  (21) 

f47) 

31  (72)^ 

Flathead 

44,600 

69 

(154)x 

26  (58)^ 

40 

(90)^ 

29  (65)^ 

TOTAL 

161,800 

250 

(155)x 

74  (46) 

129 

(80) 

121  (75)x 

Counties  with  greater  than  50,000  population 

Missoula 

64,600 

145 

(224)X 

16  (25)= 

62 

(96)X 

83  (128) 

Cascade 

83,900 

124 

(148) 

17  (20)= 

49 

(58) 

75  (89)x 

Yellowstone 

97,300 

181 

(186)x 

24  (24)= 

82 

(84) 

99  (102) 

TOTAL 

245,800 

450 

(183)^ 

57  (23) 

193  (79) 

257  (106) 

STATE  TOTAL  926  (124)         271  (36)  488  (65)       438  (59) 
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APPENDIX  F:    COVER  LETTER  AND  QUESTIONNAIRE 


Suite  Vi 


L'ec ember  5 
Monday 


1977 


0  R 


ii 


N  D  U  M 


EACH  MOiTTANA  PHYSICIAN 


FROM:     JAMES  K.   COPE,   ll.'D-,  PRESIDENT 


Bear  Doctor: 

Public  Law  93-641,  The  National  Health  Planning  and  Resourcey 

Development  Act  of  1974,   directs  that  each  health  systems  agency 

nuist  assess  health  raanpcvej:  needs  Lu  its  health  serx'ice  area. 

This  Association  believes  it  iraportant  and  necessary   to  obta.in 
physician's  viewpoints  on  health  manpower  needs  so  that  knov/ledge- 
able  and  firsthand  data  may  be  available  to  complete  the  survey 
v/hich  must  be  undertaken  by  the  Montana  Health  Systems  Agency,  Inc 

Marcia  Liberatore,  a  WICKE  intern  and  pre-medJ.cal  student  working- 
v/ith  the  Bureau  of  Health  Planning;,  State  Department  of  Ileal  ch  aad 
Environment  a]  Sciences,  in  Essisting  the  MHSA,  has  prepui-ed  a  ques 
tionnaire  which  v/ill  be  forwarded  to  you  in  the  next  couple  days. 
Hay  v;e ,  thox-efore,  request  yO:^v  ass Isr,;-: nee  in  conpletin-;  this  ^lues 
tionnaire.  Your  response  is  vital  il  physician  ideas  and  coiiiments 
are  to  be  incorporated,  into  the  ovei'alJ.  health  systems  plan. 

I  do  thank  you  for  your  concern. 


JKC : vm 
Enclosure 
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IITSTRUCTIONS  :  Circle  responses  v;here  appropriate 
"  FLKASi:  RESro;;D  Iirtr.DIATELY 

PRAvTlCr  LOCATlOi-i:  City  

ASE:      under  30       30-39  43-45 


touatv 


50-59 


CO-53     70  or  ovei' 
[nWri?7innO\cTlC£-    dir3drp^Fi'c5nt  care      ftcEini  strati  on 
F.edical  rescatxli      inactive      other  (specify)  


ni:^dical  teaching 


If  direct  patient._care ,  v/hich  of  the  foVlov;ing  apply?    solo  practice 

group  practice       salaried       fea-for-service      offico-basod       hospi tal -based 


Are  you  a  general  practitioner/family  practitioner?  yes 
If  you  are  a  specialist,  specify  type  


no 


Average  nuinber  of  hours  practiced  per  v/eek 
Average  number  of  weeks  practiced  per  year 
Average  nuir,ber  of  patient  visits  per  v/eok 


Al lied  health  personnel  on  staff: 


TYPE 

1    AVERAGE  HUM3ER  OF 
UU'^IR     ,    WORKIIIG  HRS/WEEK 

Physician  essistant               1         _  . 

Nurse  practitioner  ; 

R}\  '■ 

"I  PM  i 

Nurses  aide 

X-ray  tech  and  lab  tech 

Secretary,  receptionist 

Other,  list 

The  majority  of  your  patients  are  age:       under  15       15-44       45-64      65  and  over 

List  the  surrounding  cities,  counties  or  states  frcm. -.-'hich  you  drav;  (rough  estimate) 
e.    50%  or  r.ore  of  your  patients  ;  

b.  25-5D>^  of  your  patients   

c.  10-25/;;  cf  your  patients   

d.  less  than  lO:'  of  tli^m   


TTTJ^iT^S^^^"^^'^'^      i^^ijr^;^"^!?^^^^  of  physicians  needed 

to  ir.eet  the.  expressed  denmj^ds  fo^^^^Jf 


in  y_ou2i_co_^jnty_Jji_ 


IDEAL  NUiBER' 


MINIMALLY  ACCEPTABLE  # 


yes 


no 


no 


V;,^Uid  yau  like  c  copy  of  u-:  r-Si:l 
Please  identify  probler,^  you  see  with  regards  to  the  piiysician  nanpov/er  situation  in 
Montan^i  (and  solutions  if  any).  .  _   _          ■    ^    ;  '  
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APPENDIX  G:    ADDRESS  OF  ORGANIZATIONS  OFFERING  REFERRAL  AND  PLACEMENT  SERVICES 


Community  Health  Clearinghouse 
Al terra  Building 
1370  Stewart  Street 
Seattle,  WA  98109 

Name:    Cathy  Campbell,  Program  Director  (206)  682-3780 

Health  Systems  Research  Institute 
715  East  3900  South 
Suite  215 

Salt  Lake  City,  UT  84119 

Name:    George  Powell,  Vice  President  (801)  261-1000 

Montana  State  Department  of  Health 

and  Environmental  Sciences 
Bureau  of  Health  Planning  and 

Resource  Development 
Cogswell  Building 
Helena,  MT  59601 

Name:    Judy  Johnston,  Plan  Development  Specialist  (406)  449-3121 

Montana  Medical  Association 
2021  -  nth  Avenue 
Helena,  MT  59601 

Name:    G.  Brian  Zins,  Executive  Director  (406)  443-4000 

National  Health  Service  Corps 

(and  Rural  Health  Initiative) 
Dept  of  HEW,  Region  VIII 
1961  Stout  Street 
Denver,  CO  80202 

Name:    Aubrey  Hall,  Regional  Program  Director    (303)  837-3319 

Western  Health  Systems,  Inc. 
503J5  Sixth  Street 
Rapid  City,  SD  57701 

Name:    William  R.  Wyatt  or  Donald  0.  Mueller  (605)  348-2037 
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This  intern  report  was  read  and  accepted  by  a  staff  member  at: 

Agency:     Bureau  of  Health  Planning  and  Resource  Development 

Address:    Montana  State  Department  of  Health 
Helena,  Montana  59601 

This  report  was  completed  by  a  WICHE  intern.    This  intern's  project 
was  part  of  the  Resources  Development  Internship  Program  administered  by 
the  Western  Interstate  Commission  for  Higher  Education  (WICHE). 

The  purpose  of  the  internship  program  is  to  bring  organizations 
involved  in  community  and  economic  development,  environmental  problems 
and  their  students  in  the  West  for  the  benefit  of  all. 

For  these  organizations,  the  intern  program  provides  the  problem- 
solving  talents  of  student  manpower  while  making  the  resources  of  universities 
and  colleges  more  available.    For  institutions  of  higher  education,  the 
program  provides  relevant  field  education  for  their  students  while  building 
their  capacity  for  problem-solving. 

WICHE  is  an  organization  in  the  West  uniquely  suited  for  sponsoring 
such  a  program.    It  is  an  interstate  agency  formed  by  the  thirteen  western 
states  for  the  specific  purpose  of  relating  the  resources  of  higher  education 
to  the  needs  of  western  citizens.    WICHE  has  been  concerned  with  a  broad 
range  of  community  needs  in  the  West  for  some  time,  insofar  as  they  bear 
directly  on  the  well-being  of  western  peoples  and  the  future  of  higher 
education  in  the  West.    WICHE  feels  that  the  internship  program  is  one 
method  for  meeting  its  obligations  within  the  thirteen  western  states.  In 
its  efforts  to  achieve  these  objectives,  WICHE  appreciates  having  received 
the  generous  support  and  assistance  of  the  National  Endowment  for  the 
Humanities,  the  Economic  Development  Administration  and  by  more  than  one 
hundred  and  fifty  comm.unity  agencies  throughout  the  West. 

For  further  information,  write  Resources  Development  Internship  Program, 
WICHE,  P.  0.  Drawer  'P',  Boulder,  Colorado    80302  or  call  (303)  443-6144. 
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